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MENIERE’S SYMPTOM COMPLEX 


CLARENCE H. SMITH, M.D. 
Surgeon Director, Bronx Eye and Ear Infirmary 


NEw YorRK CITY 


There is, in reality, no such disease as the 
so-called Meniere’s disease. There is a Men- 
iere’s symptom complex, which is caused by 
various etiological factors. 

The pathology is probably best pictured 
by Hallpike and Cairns”), who describe it 
as an edema of the labyrinth. This edema 
may be caused by many entities. Infective 
foci, allergens, toxic substances, disturb- 
ances of water metabolism, syphilis, leuke- 
mia, disturbances in the endocrine system, 
avitaminosis, eustachian tubal catarrh, and 
arteriosclerosis of the brain, all may play 
their part in this problem. It is but a ques- 
tion of time until the causes of those other 
cases which are now called idiopathic will 
be revealed and the road will be opened to- 
ward the alleviation of these symptoms by 
the removal of their causes. 

To me, this question is one of absorbing 
.interest. An appreciable amount of our 
office practice consists of patients who com- 
plain of vertigo, head noises, and diminished 
hearing. 


Pathology 


Hallpike and Cairns” have reported the 
pathological findings in 2 cases presenting 
Meniere’s symptom complex. They found a 
gross distention of the endolymph system, 
together with degenerative changes in the 
sensory elements. They reason out the se- 
quence of events as follows: 





Read before the Section on Ophthalmology and Otolaryngolo- 
gy, Medical Society of the State of North Carolina, Pinehurst, 
May 2, 1944, 

1. Hallpike, C. S. and Cairns, H.: Observations on_ the 

Pathology of Meniere's Syndrome, J. Laryng. & Otol, 53: 
625-654 (Oct.) 1988. 


The membranous labyrinth is a closed 
reservoir of fluid, and its walls contro] the 
secretion and absorption of the contained 
endolymph. The perilymph encloses this. 
The perilymph enters the labyrinthine 
spaces through the aquaeductus cochleae 
from the subarachnoid space. In certain 
pathological conditions there is a distention 
of the endolymph. The thin walls of the 
membranous labyrinth gradually expand 
and force the perilymph out through the 
helicotrema and cochlea aqueduct. The in- 
crease in the pressure of the endolymph 
causes a lowering of the function of the af- 
fected inner ear. The inequality between the 
diseased ear and the normal side causes the 
paroxysmal attacks of vertigo in the pa- 
tients showing Meniere’s symptom complex. 

Lindsay”) elaborates upon the connection 
between labyrinthine dropsy and Meniere’s 
disease. One of his cases showed extreme 
dilatation of the saccule and the utricle, and 
distortion in the semi-circular canals caused 
by the herniation of the utricle into them. 
He thinks that the disturbance in equilib- 
rium is due to displacement of an ampulla 
by the distortion produced by herniation of 
the utricle. 

Lindsay thinks that this same pathologic 
condition in the inner ear is sometimes seen 
in patients with deafness, but without ver- 
tigo. He notes, however, that a characteris- 
tic of Meniere’s disease is that the attacks 
of vertigo frequently disappear after a few 
years, while the deafness continues or pro- 
gresses. It may be that the patients show- 


2, Lindsay, J. R.: Labyrinthine Dropsy and Meniere's Dis- 
ease, Arch. Otolaryng. 35:853-867 (June) 1942. 
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ing deafness only may have had the full syn- 
drome earlier. 

Symptoms and Signs 


The symptoms making up Meniere’s syn- 
drome are paroxysmal attacks of labyrin- 
thine vertigo with or without nausea and 
vomiting, and are usually associated with 
severe tinnitus and some degree of deafness. 
The deafness is variable, being worse at one 
time than another; this fact is due, no doubt, 
to the variation in the severity of the tinni- 
tus. This deafness involves the entire scale, 
especially the high notes. Air conduction is 
better than bone, and bone conduction with 
the 512 fork is very much lessened. Tinnitus 
is almost always present, even during the 
intervals between the attacks of vertigo. 
The head noises are generally complained of 
bitterly. As a rule, the tinnitus is referred 
to the side on which hearing is impaired. 
There are two types of tinnitus—one high 
pitched, the other low pitched. The latter 
synchronizes with the heart beat. 

Between the attacks patients often feel a 
sense of imbalance or unsteadiness and a 
sense of pressure or fullness in the head. 
Headache is often an accompaniment of 
these symptoms. 

Eisenberg” noted that disturbance in 
walking, with an inclination to the diseased 
side, was noticeable in half of his cases. 
Spontaneous nystagmus is rarely observed, 
probably because observations are usually 
not made during the attacks. 

Brain" notes that at times there is a tran- 
sitory loss of vision during an attack, and 
transitory diplopia. 

Patients with Meniere’s symptom complex 
are increasingly incapacitated by the sever- 
ity of the vertigo and the fear of recurrent 
attacks. 

In the majority of cases showing Men- 
iere’s symptom complex, the disease is uni- 
lateral, but Eagleton” says that probably 
8 to 10 per cent of the patients have bilateral 
involvement. 


Examination 


Otoscopic examination may reveal no 
pathologic changes in the middle ear. The 


3. Eisenberg, M. D.: The Clinical Condition of the Internal 
Ear in Meniere’s Syndrome, Monatschr f. Ohrenh, 70:22 
(Jan.) 1988; abstr. in Arch. Otolaryng.. 25:481 (April) 
1937. 

{. Brain, W. R.: Vertigo, Its Neurological, Otological, Circu- 
latory and Surgical Aspects (abstr.), J. Laryng. & Otol. 

_ 54:371, June, 1939, 

“>. Eagleton, W. P.: Intradural Conditions in Relation to 
Rhinology and Otology, Arch. Otolaryng. 26:534 (Nov.) 
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audiometric examination should be supple- 
mented by careful tuning fork tests. Rom- 
berg’s test, rotation and caloric tests should 
follow, and examinations for spontaneous 
nystagmus and spontaneous past-pointing 
should be given. The patency of the Eusta- 
chian tubes should be investigated. If there 
is any doubt about this after catheterization 
and inflation, a bougie should be used to 
make sure whether or not a stricture is pres- 
ent. This is particularly important in cases 
of chronic middle ear disease in which the 
drum is thickened and retracted. 

Caloric tests show a non-functioning or 
hypo-active labyrinth on the affected side. 
Reaction to the tests varies at different 
times. Caloric stimulation of the unaffected 
labyrinth may give a diminished reaction, 
particularly of the vertical canals. 


Differential Diagnosis 


Cerebello-pontine angle tumor should be 
considered, as there is diminished reaction 
to the caloric test and almost always total 
loss of hearing in this condition. In acoustic 
tumor, vertigo is not present. 


Possible Etiologic Factors and 
Their Treatment 


Focal Infection 

Wright believes that the condition is due 
to bacterial intoxication of the labyrinth and 
describes it as a focal labyrinthitis. A care- 
ful examination of the teeth, tonsils and 
nasal sinuses should be made in each case. 
An internist should investigate the general 
condition of the patient to eliminate possible 
foci in the gastro-intestinal tract. The study 
should include a blood examination to elimi- 
nate the possibility of syphilis or leukemia. 
The possibility of an endocrine disorder 
should be investigated. 
Disturbances of Water Metabolism 


Variations in the fluid content of the body 
are largely controlled by the salt intake. 
Every patient with Meniere’s symptom com- 
plex should be given a trial with an anti- 
retentional diet. This consists in a minimal 
salt intake, no limitation of water, and the 
administration of ammonium chloride, 3 Gm. 
with each meal, for three days, followed by 
a two-day rest period, as advocated by Fur- 
stenberg™. It has been found that some 


6. Wright, A. J.: Labyrinthine Destruction in the Treatment 
of Vertigo by the Injection of Alcohol Through the Ova) 
Window, J. Laryng. & Otol, 53:594-597 (Sept.) 1938. 

7. Furstenberg, A. C., Richardson, G., and Lathrop, F. D.: 
Meniere’s Disease, 
1941. 


Arch, Otolaryng. 384:1083-1092 (Dec.) 
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cases may be controlled on this regimen. 
When premonitory symptoms of an attack 
appear, rapid increase of water excretion 
may abort or at least modify the severity of 
the attack. 

A short time ago, a patient re-appeared 
in my office after an absence of several 
months. He had had Meniere’s symptom com- 
plex and had been relieved completely by 
the Furstenberg treatment. He had _ been 
warned about limiting his salt intake, but as 
time went on he had become careless with 
his diet. Shortly before I saw him he had 
eaten heartily of ham. The following day he 
had an attack of vertigo which lasted four 
hours. 


Avitaminosis 


Adam‘) discusses the relation of avitamin- 
osis C to Meniere’s syndrome. In some cases 
reported by him, an absence of ascorbic acid 
was noted in the urine. He has cured these 
patients by giving them vitamin C and 
plenty of fresh fruit. Insufficient intake of 
the vitamin B complex may also be an im- 
portant factor in Meniere’s symptom com- 
plex. 


Obstruction of Eustachian Tubes 


Scott and Moore™ believe that stenosis 
of one of the Eustachian tubes is often the 
cause of Meniere’s syndrome. A retracted 
drum impinging on the ossicles and pushing 
the stapes into the oval window could ob- 
viously increase the intralabyrinthine pres- 
sure. A collection of serum, which has tran- 
suded from the vessels of the hyperemic mu- 
cous membrane lining, is often found in the 
middle ear cavity. This hyperemia may like- 
wise involve the labyrinth. 


Vascular Enlargement 


Dandy” believes that only lesions of the 
sensory root of the auditory nerve (its ves- 
tibular division) can cause Meniere’s dis- 
ease. He has noted that the vascular varia- 
tions in the region of the auditory nerve are 
numerous. He thinks that when the internal 
auditory artery is more than half the size 
of the nerve, and is directly on the nerve, it 
is likely that the artery is affecting the hear- 
ing and producing the attacks of dizziness. 
As the arteries become more rigid in older 
people Meniere’s syndrome becomes more 
common. 


8. Adam, J.: Meniere’s Syndrome and 
Laryng. & Otol. 54:256-258 (May) 1939. 

9. Moore, J. H.: Meniere’s Syndrome, Laryngoscope 538:519- 
527 (Aug.) 1943. 

10. Dandy, W. E.: The Surgical Treatment of Meniere’s Dis- 
ease, Surg. Gynec. & Obst. 72:421-425 (Feb. no. 2A) 1941. 
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Allergy 

Allergic manifestations in the human 
body are caused by dilatation of capillaries 
end an increased permeability of their walls. 
Such manifestations are paroxysmal. Aller- 
cists claim that the symptoms of clinical al- 
lergy are caused by histamine or a hista- 
mine-like substance and that non-specific de- 
sensitization with histamine is achieved 
through oral and parenteral administration 
of histamine. If this is so, the use of hista- 
mine would reduce the treatment of allergic 
disease to a common denominator and there- 
by simplify the matter. 

Various allergists have been using hista- 
mine in allergic conditions since 1924. In 
1932, there were reports of its use in asth- 
matic attacks. Farmer” has been using 
subcutaneous injections of histamine phos- 
vhate in the treatment of .various allergic 
diseases for five years, and has achieved 
very satisfactory therapeutic results. He has 
followed the dosage suggested by Dzsinich, 
which is the dose that I have been using in 
the treatment of patients with Meniere’s 
symptom complex who are sensitive to cu- 
taneous tests of histamine. 

Sheldon and Horton"? used histamine in- 
travenously in a series of 11 acute cases of 
Meniere’s syndrome and were successful. 
Rainey"®) has used histamine intravenously 
after Horton’s method in a large number of 
patients. He reports satisfactory results in 
the majority of his cases. 

Atkinson™* used a cutaneous test of hista- 
mine on a series of patients with Meniere’s 
syndrome and found about one-third to be 
histamine sensitive. This group did well 
after receiving a course of histamine desen- 
sitizing injections. He thinks that the aller- 
gic patients are, as a rule, a younger group, 
the average age in his series being 30. 


Vasospasm 

The symptoms in the non-sensitive pa- 
tients, Atkinson thought, were due to vaso- 
spasm. The average age of these patients 
was 42. They were given nicotinic acid for 
its vasodilator effect. Some took 100 mg. 


11. Farmer, L.: The Histamine Treatment of Allergic Dis 
eases, J. Lab. & Clin. Med. 26:802-809 (Feb.) 1941. 

12. Sheldon, C. H., and Horton, B. T.: Treatment of Meniere's 
Disease with Histamine Administered Intravenously, Proc. 
Staff Meet., Mayo Clin. 15:17-21 (Jan. 10) 1940. 

18. Rainey, J. J.: Histamine in the Treatment of Meniere's 
Syndrome, J.A.M.A. 122:850-852 (July 24) 1948, and per- 
sonal communication, 

14. Atkinson, M.: Observations on Etiology and Treatment 
of Meniere’s Syndrome, J.A.M.A. 116:1753-1760 (Apr. 19) 
1941. , 
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parenterally every day; others tolerated only 
20 mg. He increased the dose to the limit 
of the patient’s tolerance, maintaining it 
there as long as necessary, and then grad- 
ually diminishing it to a maintenance dose, 
which may be oral. Excessive “flush” re- 
action, headache, nausea and lassitude are 
indications for reduction of the dose. His 
results with this treatment have been satis- 
factory. 


Use of Histamine 


As the dosage of histamine is rather com- 
plicated, I have prepared a description of 
my method of giving the drug in graduated 
doses. The injections should be given at first 
a few days apart; later they can be given 
weekly. It is well to keep the patient under 
observation for fifteen minutes or so after 
he is given the subcutaneous injection, as a 
reaction occasionally follows. This can easi- 
ly be controlled by an injection of adrenalin. 


Directions for Giving Histamine 


Take four small rubber capped bottles and 
mark them 1, 2, 3, 4. Into each of these 
bottles put 9 cc. of distilled water. Starting 
with bottle 4, instill into it the contents of 
a 1 ce. ampule of histamine phosphate 1: 
1000 (0.001 Gm. or 1/64 gr.) ; the strength 
of the solution will be 0.1 mg. per cubic 
centimeter. Draw out 1 cc. of the solution 
in bottle 4 and instill it into bottle 3, thus 
making a solution of 0.01 mg. per cubic 
centimeter. Draw out 1 ec. of the solution 
thus made in bottle 3 and instill it into bottle 
2, making a solution of 0.001 mg. per cubic 
centimeter. Draw out 1 ec. of the solution 
in bottle 2 and instill it into bottle 1, making 
a solution of 0.0001 mg. per cubic centi- 
meter. 

The first injection is 0.1 cc. from vial 1. 


Dosage 


Vial 1—0.0001 mg./ce, .........-.---.- Ist dose 0.1 cc. 
2nd dose 0.1 cc. 
3rd dose 0.3 cc. 
4th dose 0.5 cc. 
5th dose 0.8 ce. 


Vial 2—0.001 mg./ce. ............-..- 6th dose 0.1 ce. 
Tth dose 0.3 cc. 
8th dose 0.5 cc. 
9th dose 0.8 cc. 








Vial 3—0.01 mg./ce. .............--... 10th dose 0.1 ec. 
11th dose 0.3 ce. 
12th dose 0.5 cc. 
13th dose 0.8 ce. 
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Vial 4—0.1 mg./ce. .................. 14th dose 0.1 cc. 


15th dose 0.3 cc. 
16th dose 0.5 ce. 


17th dose 0.8 ce. 
18th dose 1.0 ce. 





Surgical Procedures 


Various surgical procedures have been ad- 
vocated for the relief of the intractable cases 
which have resisted all known methods of 
medical treatment. 

Mollison"®, in England, has operated on 
50 cases of intractable vertigo, in most of 
which the condition was classified as Men- 
iere’s syndrome. He exposed the prominence 
of the external semi-circular canal by simple 
mastoidectomy, opened it with a gouge near 
its anterior end, and injected a few minims 
of absolute alcohol into the _ vestibule. 
Seventy-four per cent of the patients de- 
scribed themselves as cured; 10 per cent 
were not benefited; and the remaining 16 per 
cent either were improved or could not be 
traced. This operation ablates the hearing 
function on that side. In a modification of 
this operation devised by Wright the alco- 
hol is injected through the drum and then 
through the oval window. In this operation 
there is some danger of injury to the facial 
nerve. 

In the United States, Putnam”® in 1938 
reported operations on 2 cases of Meniere’s 
syndrome. His method was, after exposure 
of the superior semicircular canal, to intro- 
duce a fine wire into its anterior end, and 
to touch this wire with the coagulating 
electrode, using a light cutting current for 
about five seconds. His reported results 
were unsatisfactory. 


Day”), at a recent meeting of the Acade- 
my of Ophthalmology and Otolaryngology, 
reported a new procedure which he had 
used in 8 cases. It consists in making a 
fenestrum in the horizontal semicircular 
canal after a simple mastoidectomy, and in- 
troducing a coagulating electrode into the 
labyrinth at this point. He was successful 
in stopping the vertigo and quieting the tin- 
nitus in most of his cases, but the effect on 
the hearing was disastrous as a general rule. 
I do not believe that this measure should be 
used where there is still some hearing. 

15. Mollison, W. M.: The Operative Treatment of Vertigo, 
J. Laryng. & Otol. 51:38-42 (Jan.) 1936. 

16. Putnam, T. J.: Treatment of Recurrent Vertigo (Meniere’s 
Syndrome) by Subtemporal Destruction of the Labyrinth, 
Arch. Otolaryng. 27:161-168 (Feb.) 1938. 

17. Day, K.: Labyrinth Surgery for Meniere’s Disease, Read 


at the Meeting of the Acad. of Ophthalmology & Otolaryn., 
1943. 
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Portmann’s method®) is to incise the sac- 
cus endolymphaticus. He widely removes the 
mastoid process down to the dura mater, 
showing the position of the saccus in rela- 
tion to the sigmoid sinus. The sigmoid sinus 
is lifted from its groove, exposing the sac- 
cus, which is then incised. The object is to 
drain away the cerebro-spinal fluid and thus 
to relieve intralabyrinthine pressure. It is 
stated that the beneficial results are often 
only temporary. 

Dandy” makes a small opening back of 
the mastoid process, lifts up the cerebellum, 
and divides the vestibular branch of the 
auditory nerve—not the cochlear branch. 
He says that it is difficult to do this with any 
amount of precision, as the two branches are 
fused into one trunk, and there is no divid- 
ing line. 

Conclusion 


The enigma of Meniere’s symptom com- 
plex is gradually nearing complete solution. 
Vast strides have been made in this direction 
during the past decade. The first step was 
the discovery of the pathology—the water- 
logged labyrinth. Gradually different work- 
ers have been finding causes for this picture, 
and when the cause is found, remedial meas- 
ures have been advanced. The number of 
idiopathic cases is each year becoming small- 
er, and it may be that some day the last piece 
of the jigsaw puzzle may be found and the 
picture will be complete. 


18. Portmann, G.: Vertigo; Surgical Treatment by 
the Saccus Endolymphaticus, Arch. Otolaryng. 
(Oct.) 1927. 
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IMMUNIZATION VIRTUALLY ELIMINATES 
TETANUS IN ARMED FORCES 


Tetanus has been virtually eliminated from our 
armed forces as a result of compulsory immuniza- 
tion. Major General Norman T. Kirk, USA, Surgeon 
General of the Army says that not a single case 
has been reported among completely vaccinated 
troops and there has been only a handful of cases 
throughout the entire Army. These occurred prior 
to vaccination or before the immunization process 
had been completed. The Navy, which also requires 
tetanus immunization process, has had no cases of 
the disease among sailors or Marines wounded in 
combat up to September 15, 1944, according to the 
Navy Bureau of Medicine and Surgery. 

The most recent account illustrating the value 
of tetanus immunization was given in the report 
of a Navy medical officer who served aboard a hos- 
pital ship on which 284 Japanese and 384 Americans, 
all wounded in the same engagement, were being 
treated. Fourteen cases of tetanus, ten of which 
were fatal, occurred among the Japanese. None of 
the Americans developed the disease. Army medical 
records indicate that the Japanese do not immunize 
actively against tetanus. 
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VITAMIN C CONTENT OF SOME 
NORTH CAROLINA COOKED FOODS 


D. F. MILAM, M.D. 
and 
BAILEY WEBB, PH.D. 


CHAPEL HILL 


In estimates of the vitamin C intake in the 
diets of individuals included in North Caro- 
lina nutrition surveys”) it has been neces- 
sary to come to some sort of compromise re- 
garding the amount of this vitamin in cooked 
foods. The loss of vitamin C in cooking giv- 
en in various reports has ranged from zero 
to 100 per cent. Among the many factors 
responsible for this wide variation may be 
mentioned the type of food, its relative acid- 
ity, the duration of the cooking process, the 
temperatures used, the exposure to oxygen 
while cooking, the storage temperature after 
cooking, the type of container used, and 
delay in making the examination. The evi- 
dent impossibility of assessing all these fac- 
tors for every single diet record emphasized 
the unreliability of any formula which might 
be used for this purpose. The compromise 
which has been resorted to was that of cal- 
culating vitamin C content only on foods 
eaten raw, ignoring any amount that might 
still be found in cooked foods. That the re- 
sultant figures were minimal for each in- 
dividual has been recognized from the start 
and mentioned in every presentation of the 
data. 

As surveys have proceeded and the extra- 
ordinarily low vitamin C content of many 
diets has been revealed, the almost complete 
absence of scurvy—and to a large extent of 


and Education, 
Pinehurst. 
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TABLE 1 


No. of 
Samples 


Vegetable 
Irish potatoes (Aug.-Oct., 1948).................. 4 
Turnip Greens (April, 1944)........................ 8 


any premonitory signs of it—have empha- 
sized the probability that the true intake of 
vitamin C is quite different from that cal- 
culated on the basis of raw foods only. To 
study this point it seemed wise to make a 
series of analyses on local foods cooked and 
handled in the manner and under the condi- 
tions prevailing in this state, rather than to 
accept the figures given in food composition 
tables. The following is a report on that 
study during the past year. 


Methods 
The method of Loeffler and Ponting’) has 


been used throughout, with one slight modi- 
fication. The Waring blendor was not used, 
but food samples were ground in a mortar 
with acid washed sand, and under 1 per cent 
metaphosphoric acid. The mixture was then 
transferred to a tall, wide-mouthed bottle, 
with the requisite volume of 1 per cent meta- 
phosphoric acid, and electrically stirred for 
five minutes. Aliquot parts fil ered were 
then read in the Evelyn photo-electric colori- 
meter according to the Loeffler and Ponting 
procedure. 
Results 


The Effect of Water Purification 
and pH Level 

The first item studied was the effect of 
water treatment on the vitamin C content 
of vegetables. It is well known that vitamin 
C is more unstable in alkaline than in acid 
media. The treatment of raw waters for 
water distribution systems usually makes 
use of alkalinization for flocculation. The 
resulting rise in pH could theoretically be a 
menace to the vitamin C content of foods 
cooked in it. 

This point was tested by cooking sepa- 
rately two vegetables, Irish potatoes and 
turnip greens, in Raleigh city water (which 
has a pH of 9.2), and also in water from a 
Wake County well (with a pH of 6.0). The 


2. Loeffler, H. J., and Ponting, J. D.: Ascorbic Acid, Rapid 
Determination in Fresh, Frozen, or Dehydrated Fruits and 
Vegetables, Industr. and Engin. Chem., Analytical Ed. 
14:846-849, 1942. 


Effect of the Alkalinization of Water on the Vitamin C Content of Vegetables Cooked Therein 


Milligrams Ascorbic Acid 
per 100 Gm. Vegetable 


Raleigh Well Water — Raleigh City Water 
Slightly Acid Rather Alkaline 
(pH 6.0) (pH 9.2) 
Range. ic Mean Range Mean 
13.8-23.2 17.9 10.4-21.5 16.3 
8.6-19.2 13.7 


13.4 8.9-17.4 


peeled potatoes were cooked for one half 
hour and the greens for one hour. Table 1 
gives the results. Since the large potato mass 
is not as accessible to the action of the water 
as is the diffuse green leaf, the latter was 
considered a more satisfactory test. One 
hundred grams of greens were cooked in 
750 ec. of water. There was no significant 
difference in the vitamin C content of the 
vegetables or of their pot liquors when they 
were cooked in these two waters of such 
varying alkalinity. The pH of the cooking 
water was therefore ruled out as a factor 
in this study. The mean pH of the resultant 
cooking waters was 6.0 for the city water 
and 5.8 for the well water. In all subsequent 
analyses of the vitamin content of cooked 
foods Raleigh city water was used for cook- 


- ing purposes. 


Vitamin C Content of Cooked Vegetables 


A series of vegetables rich in vitamin C 
were cooked in the manner customary here, 
and were analyzed for vitamin C content im- 
mediately after being cooked and then after 
standing overnight. The results are set forth 
in the first part of table 2. Analyses of the 
vitamin C content of the raw vegetables are 
not included, since extraction difficulties fre- 
quently led to a figure lower than that for 
the cooked vegetables. Even for the cooked 
vegetables the figures, owing to extraction 
difficulties, must be accepted as minimal. In 
the interpretation of the table two figures 
can be used for reference: Orange juice con- 
tains approximately 50 mg. of vitamin C per 
100 cc., and tomato juice contains approxi- 
mately one half that amount. The phrase 
“kept overnight” means kept in the icebox, 
as is customary in rural homes. Pot liquor 
is given throughout as 1 Gm. of resultant 
cooking water per gram of original leaf 
weight. The time of cooking varied from 
twenty-five minutes to one hour. The amount 
of water used in cooking greens was 750 cc. 
per 100 Gm. of vegetable leaf. 

White potatoes. Freshly boiled, peeled 
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[rish potatoes, containing 15.9 mg. of vita- 
min C per 100 Gm. of potato, are an excel- 
lent source of vitamin C. If these are kept 
overnight about one-third of the vitamin C 
content is lost. If boiled, mashed potatoes 
are eaten at once, very little vitamin C is 
lost by the mashing process; but if they are 
allowed to stand overnight 85 per cent of the 
ritamin C is lost. These figures were ob- 
tained when fall potatoes were cooked soon 
after digging. It is well known that storing 
potatoes leads to steady deterioration in vita- 
min C content. When winter potatoes were 


TABLE 2 
Vitamin C Content of Some North Carolina Cooked 
Vegetables, Showing Losses When Kept Overnight 


Mg. Ascorh’c Acid 
per 100 Gm, or 


100 ce. 
Ranae Mean 


No. of 


Item Samples 


Irish Potatoes (Aug.-Oct., 1943) 
Peeled and boiled 


EE SE eee 6 12.2-20.3 15.9 
Kept overnight _............. 6 3.6-18.5 9.9 
Peeled, boiled, and mashed — 
I ele tn 5 14.1-19.3 17.6 
Kept overnight ................ 5 0.4- 3.7 238 
Sweet Potatoes (Sept., 1943) 
Baked in skin 
GRE een 6 7.7-38.2 23.2 
Kept overnight —........... 5 1.1-11.1 7.1 


Turnip Greens (boiled 1 hour) 
October, 1943 


ii cecais ccs aeanctcen 10 18.7-56.1 30.0 
A. TR aD 4 64.5-77.6 71.4 

April, 1944 
EIT; ee 16 8.6- “i a 13.5 
fee 16 47.0- 60.5 

Turnip Roots (Nov., 1943) 

Peeled, sliced, boiled 1 hour 
SR alee ee 3 11.0-29.8 19.2 
ae 3 3.2-13.0 9.7 

Collard (Nov., 1943) 

Boiled 1 hour 
| 4 29.3-54.3 45.6 
EC ere 4 82 -139 109 

Cabbage (Jan.-Feb., 1944) 

Boiled 25 minutes 
SASS 5 ieee 3 10.9-28.0 19.8 
asc so cee eenlisnctass. 3 3.6-12.4 6.8 

Spinach (Feb.-March, 1944) 

I Ee fac iccineinecuckstccsoss 3 3.4- 6.0 5.0 

BIE scoicbicinpascnsschoossviene 3 0.9- 1.0 0.9 
Pine Needle Broth 

NE MEI © Sonccecnccsesodsenssese 4 71 -93 80 
String Beans (Boiled) 

Pm RPMI ib snccconcaissctTedtaewscs 1 0 0 

NED ecco stasiedinnsdnesacsse 1 0 0 

en Irish Potatoes 

EEE sccceradnvknssntanncnvest 4 4.2- 4.7 4.4 

Water Cress (Creasy Salad) 
April, 1944 

Boiled 1 hour 

Greens: Fresh _................. 4 7.9-11.2 9.8 
Kept overnight ........ 4 1.0- 3.4 2.2 
Pot liquor: Fresh ............ 4 35.8-50.7 43.9 
Kept overnight ........ 4 30.5-41.1 37.7 
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cooked in February, only one-fourth as much 
vitamin C was present as was found in fall 
potatoes. 

Sweet potatoes. Freshly baked fall sweet 
potatoes had a vitamin C content equivalent 
to that of tomatoes. Two thirds of this was 
lost if they were kept overnight. When sweet 
potatoes were boiled, cooled, and reheated 
as for candying, the vitamin C content 
equalled that of the freshly boiled sweet po- 
tatoes—that is to say, the candying process 
did not decrease the vitamin C content. 

Turnip greens freshly boiled had a vita- 
min C content equal to that of tomatoes. The 
pot liquor, equivalent to 1 cc. per gram (dry 
weight) of the original greens, had nearly 
three times that content of vitamin C. This 
fact emphasizes the very unusual value of the 
pot liquor from turnip greens as a source of 
vitamin C. Even when much further diluted 
it still is an exceptionally fine source of this 
vitamin. Boiled turnip roots or tubers had 
a vitamin C content one third less than that 
cf the greens, and their pot liquor was very 
much less potent. This latter fact is possibly 
due to the very incomplete extraction of 
turnip tuber by boiling water, as compared 
with that of the leafy green. 

Collards, an unusually fine source of vita- 
min C, showed a level, when boiled, nearly 
equal to that of orange juice, and their pot 
liquor was double that potency. This makes 
collards probably the best single source of 
vitamin C in Southern dietaries. If we also 
consider its other nutrient properties the 
important role that this vegetable and turnip 
greens have played in nutrition in the South 
seems quite evident. 

Cabbage. Boiled winter cabbage gave re- 
sults quite similar to turnip greens, but the 
vitamin C content of its pot liquor was very 
much less, though still equal to one half that 
of tomato juice. 

Spinach did not rank high in vitamin C 
content. When boiled it contained only one 
fifth the tomato juice level, and its pot liquor 
had only a negligible amount of vitamin C. 

Water cress (creasy salad) is a springtime 
green not uncommonly used in North Caro- 
lina as a cooked vegetable. The pot liquor 
ranked next to that of turnip greens, and 
was approximately equal to orange juice. 
The greens themselves did not rank high in 
vitamin C content; the vitamin is apparently 
more completely extracted from this vege- 
table by the cooking process. 

String beans when boiled showed only a 
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trace of vitamin C. 

A boiled egg contained no vitamin C. 

Pine needle broth is not a food, but its 
nutritional value is a matter of interest, 
since it reputedly saved most of Jacques 
Cartier’s men from dying of scurvy in the 
early days of Canada, and is also reported 
to be used in Germany at the present time 
as a source of vitamin C. The broth, while 
not palatable, would still be a lifesaver under 
certain conditions of dietary inadequacy. 
The table shows that the broth when made 
up on a fluid extract basis—that is, 1 Gm. 
of pine needles per cubic centimeter of broth, 
has a vitamin C content in excess of that of 
orange juice. 

Summary and Conclusions 


1. Cooked vegetables are a very important 
source of vitamin C in the diet. The pot 
liquor or cooking water of leafy vege- 
tables surpasses the vegetable itself in 
vitamin C content. 

2. Alkalinization of the cooking water had 

no significant effect on the vitamin C con- 

tent of vegetables. 

The vegetables highest in vitamin C con- 

tent among those tested are collards, tur- 

nip greens, cabbage, sweet potato, and 

Irish potato, in this order. When they are 

cooked and eaten fresh the vitamin C con- 

tent of these vegetables approximates 
that of tomato juice (on a wet weight 
basis). 

4. The nutritional importance of collards 
and turnip greens in Southern dietaries 
is emphasized. 


76 
ad 
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Abstract of Discussion 


Dr. J. C. Knox (Raleigh): Were these vegetables 
cooked in open boilers uncovered, or was any at- 
tempt made to seal them and cook them under pres- 
sure? 

Dr. W. P. Richardson (Chapel Hill): I would like 
to ask if they were cooked with fat meat. 

Dr. Milam: Both questions are pertinent. Some of 
the vegetables were cooked with fat meat, others 
were not; all were cooked in open vessels. We gave 
them the worst possible treatment. 





Tactful Ways of Telling the Truth. Fortunately, 
just as there are blunt, callous, unsympathetic, and 
soul-searing ways of telling an unpleasant truth, 
so there are kindly, tactful, and sympathetic ways; 
one can slam the door of hope tight shut in a pa- 
tient’s face, or one can leave it a little ajar. Obvi: 
ously, the kindly physician will choose the latter 
method.—Alvarez, Walter C.: Nervousness, Indiges- 
tion, and Pain, New York, Paul B. Hoeber, Inc., 1943, 
p. 194, 
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INTESTINAL BLEEDING FROM 
ULCERATION OF MECKEL’S 
DIVERTICULUM WITH REPORT OF 
TWO CASES 


KENNETH D. WEEKS, M.D. 
DURHAM 


Meckel’s diverticulum is the vestige of the 
embryonic vitelline duct, which connects the 
primitive intestine of the embryo with the 
yolk sac. It is usually a short, finger-like 
protrusion springing from the lower part 
of the ileum. As a rule it is about two inches 
long and, at the base, is about the same 
width as the intestine from which it arises; 
it tapers in diameter toward the distal end. 
Most commonly it is found about 23/4, feet 
from the ileo-cecal junction, and opposite the 
original termination of the superior mesen- 
teric artery. As a rule, the end is free; but 
occasionally it is adherent to the abdominal 
wall, the adjacent viscera, or the mesentery, 
and in such cases it may be the cause of 
strangulation and obstruction of the intes- 
tine. It arises most frequently from: the 
free border of the intestine but it sometimes 
comes off the side, or may extend between 
the layers of the mesentery. It is found in 
about 2 to 3 per cent of bodies examined post 
mortem. Occasionally, instead of being lined 
with ileal mucosa, it contains heterotopic, 
pancreatic or adrenal tissues, or gastric mu- 
cosa. This gastric mucosa is subject to the 
same peptogenic ulceration as is common in 
the stomach. 

Since the opening of Duke Hospital in 
1930, Meckel’s diverticulum has been discov- 
ered at operation forty-five times. The ma- 
jority of these were found in patients in 
whom abdominal pain, either of recent on- 
set or recurrent, was associated with signs 
of an acute surgical emergency and in whom 
acute appendicitis was suspected. Most of 
the other cases came to operation because 
of bleeding from the gastro-intestinal tract, 
intestinal obstruction, or a fistulous tract in 
the abdomen. A few patients were operated 
upon for conditions totally unrelated to 
Meckel’s diverticulum. Only 3 cases in which 
the pre-operative diagnosis was appendicitis 
(29 out of 45) showed histopathological 
changes in the appendix which might have 
accounted for the clinical picture. Six of this 


From the Department of Medicine, Duke University School 
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number showed acute microscopic inflamma- 
tory changes in the Meckel’s diverticula 
found at operation; the remaining 20 had 
normal appendices and diverticula. 

In only 6 patients was the presence of 
Meckel’s diverticulum considered in the pre- 
operative differential diagnosis. One of these 
was an 8 months old infant in whom the 
diagnosis was obvious because the patent 
distal end of an omphalo-mesenteric duct 
was present at the umbilicus. In 2 other pa- 
tients—a 14 year old white boy and a 23 
year old white man—positive clinical diag- 
noses of Meckel’s diverticulum were made 
because of recurrent painless bleeding from 
the intestine. In 3 other patients Meckel’s 
diverticulum was merely suspected—in 2 
cases because of vague recurrent episodes of 
periumbilical pain, and in 1 case because of 
intestinal obstruction, which could be ex- 
plained on no other basis. 

Analysis of these 45 cases fails to show 
a consistent correlation between clinical 
symptoms and signs and the findings at 
operation. Since in 20 instances no patho- 
logical changes were found in either the ap- 
pendix or the diverticulum, the question 
arises as to whether the presence of a Meck- 
el’s diverticulum, in spite of normal appear- 
ance, could account for the clinical symp- 
toms and physical signs observed. In the 
29 cases diagnosed as appendicitis 
no significant similarity in the symptoms 
and physical signs could be demonstrated. 
The location, intensity and duration of pain 
varied considerably. There was in many 
cases, however, a history of previous recur- 
rent attacks of abdominal pain, localized in 
the periumbilical region, or radiating to it. 
In an equal number of cases, however, the 
pain finally localized in the right lower quad- 
rant and rectal tenderness could be elicited. 
Other patients came to operation because of 
chronic abdominal pain, without any local- 
izing signs. 

Eight of the Meckel’s diverticula con- 
tained gastric mucosa, as proved by micro- 
scopic study; 4 of these showed definite ul- 
cers. In only 3 of these cases was hemor- 
rhage from the bowel a clinical manifesta- 
tion. In 6 patients the diverticulum caused 
serious intestinal obstruction; in 2 it had 
perforated, causing generalized peritonitis; 
and in one it had resulted in a chronic fistu- 
lous tract, opening at the umbilicus. 

The ages of the patients ranged from 6 
months to 59 years, the incidence of diver- 
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ticula being highest in the second, third and 
first decades, in the order named. There was 
a predominance of males in this series—27 
males to 18 females. 

As has already been mentioned, 2 cases 
presented the interesting diagnostic problem 
of unexplained bleeding from the bowel. 
Both were proved at operation to be in- 
stances of bleeding from an ulcer of Meckel’s 
diverticulum. One of these patients was a 
14 year old white boy who had had two epi- 
sodes of hemorrhage over a period of two 
years, the second attack resulting in pro- 
found anemia. A very interesting feature 
in the boy’s family history was that his 
father had died as a result of intestinal ob- 
struction due to intussusception of a Meck- 
el’s diverticulum into the terminal ileum and 
cecum. The other patient was a 23 year old 
white male who had had recurrent bloody 
stools and also many tarry stools for a period 
of six years. 


Case Reports 


Case 1. 

N. C. M., a 14 year old, white male, 
was first seen in the pediatric clinic on 
March 27, 1939, at the age of 13, com- 
plaining of having passed tarry stools for 
ten days. About two weeks before this ad- 
mission he had complained of almost con- 
stant headache. In a few days he began to 
pass large tarry stools, which continued, as 
did his headache, until the time of admis- 
sion. During this period he complained at 
times of pain around his umbilicus. The only 
treatment he had received was antacids and 
a bland diet. 

Physical examination at this time showed 
his temperature to be 37.2 C., his pulse 88, 
respiration 16, blood pressure 106 systolic, 
64 diastolic. The general examination was 
negative, except for marked pallor of the 
skin and mucous membranes. He was rather 
poorly developed and nourished, but there 
was no abdominal tenderness or abnormal] 
masses, and rectal examination was nega- 
tive. The hemoglobin was 63 per cent; there 
were 2,700,000 red blood cells and 4,680 
white blood cells. Urinalysis was negative. 
The stool was tarry and the benzidine and 
guaiac reactions were strongly positive. 

The patient was placed on a Sippy diet 
regimen and kept at bed rest until his stools 
became negative for blood. X-ray examina- 
tion of the gastro-intestina] tract was essen- 
tially normal except for some widening and 
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irritability in the region of the terminal 
ileum. In view of tarry stools, x-ray findings 
and history of his father’s death caused by 
intussusception of a Meckel’s diverticulum, 
a diagnosis of a bleeding Meckel’s diverticu- 
lum was made. Operation was advised but 
refused. 

The patient remained quite well at home 
until one year and eight months later, when 
he again began to pass tarry stools and ex- 
perienced some vague abdominal] discomfort, 
He vomited only once. He returned to the 
hospital on November 25, 1940. 

At this time his temperature was 37.8 C., 
pulse 100, respiration 26, and blood pressure 
110 systolic, 70 diastolic. Examination again 
was negative except for marked pallor and 
tachyeardia. There were no abnormal ab- 
dominal signs. The hemoglobin was 4.6 Gm. 
or 30 per cent, and there were 1,870,000 red 
blood cells and 5,680 white blood cells. The 
stool was tarry black and strongly positive 
for blood. Barium studies of the stomach 
and intestines showed a suspicious collection 
of barium in the mid-pelvis at the level of 
the ischial spine which was interpreted as 
possibly representing a Meckel’s diverticu- 
lum. 

After several transfusions an exploratory 
laparotomy was performed, and about 214 
feet above the ileo-cecal junction a diverticu- 
lum, measuring 2! inches in length, was 
found. It had a broad, flattened base; the 
distal end was indurated and filled with soft, 
solid material. The serosa over this portion 
was grayish-white and was attached to the 
omentum by numerous fine adhesions. The 
diverticulum was resected and the stump in- 
verted, leaving an adequate lumen. Further 
exploration revealed nothing abnormal. The 
appendix was removed. Recovery was un- 
eventful. 

Examination of the specimen revealed a 
small, ulcerated bleeding point in the mucosa 
of the proximal portion. Microscopic study 
of sections of the diverticulum revealed gas- 
tric mucosa. Apparently no sections were 
taken through the ulcer, however. 


Case 2. 

J. F. H., a 23 year old white male, 
was admitted to Duke Hospital on May 12, 
1940, complaining of recurrent bleeding 
from the rectum for five years. The family 
and marital histories were irrelevant, His 
general health had been good until five years 
before admission, at which time he had a 
three months’ episode of progressive weak- 
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ness which finally reached the point where 
he was too weak to get out of bed. He had 
made no observation of his stools, but a 
physician stated that his stool was composed 
almost entirely of blood. Treatment con- 
sisted of bed rest for three months, during 
which time he gradually stopped bleeding 
and regained his strength. He had no pain. 
Eight months later he had a recurrence of 
weakness which came on rather suddenly 
after he passed a copious stool composed of 
fresh blood and tarry material. He continued 
to have similar episodes without pain, which 
cleared up each time on bed rest and a bland 
diet. 

Two years before admission he had for 
the first time some right lower quadrant 
pain with one of the attacks of recta] bleed- 
ing, and an exploratory laparotomy was per- 
formed. A normal appendix was removed 
but nothing was found to account for the 
bleeding. After several weeks he stopped 
bleeding and felt well again. Four months 
later he experienced another severe hemor- 
rhage and five transfusions were required 
to combat the weakness and anemia. Ten 
months later, or one year before admission, 
he had another attack. Following this he 
became quite constipated and had to resort 
to daily enemas for bowel action. 

One week before coming to this hospital 
he again passed a large amount of both tarry 
and fresh blood following an enema. Bleed- 
ing continued and he became quite weak and 
pale. He finally came to Duke Hospital five 
and one-half years after his initial attack of 
rectal bleeding. At no time had he experi- 
enced diarrhea, tenesmus or significant ab- 
dominal pain. 

Physical examination was negative except 
for evidence of severe anemia. 

Accessory clinical findings: The hemo- 
globin was 5.8 Gm. or 38 per cent; there 
were 3,630,000 red blood cells, with a color 
index of 0.52. The hematocrit was 21.8 vol- 
umes per cent, mean corpuscular volume 60 
cubic micra, and mean corpuscular hemo- 
globin concentration 15.9 x 1072 Gm.; there 
were 5,800 white blood cells with a normal 
differential formula. Blood Wassermann 
and Kahn tests were negative. Urinalysis 
was negative. Stool examination revealed 
dark, greenish, formed fecal material with- 
out evidence of gross blood. The benzidine 
test gave a 4 plus reaction after ether 
extraction. A flat plate of the abdomen was 
negative except for slight enlargement of 
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the liver. The barium enema was negative 
except for failure to fill the terminal ileum. 
Routine examination of the stomach and in- 
testines with barium was reported negative. 
Ileal studies showed some spasm and appar- 
ent irritation of the terminal ileum. Procto- 
scopic examination revealed tarry material 
in the rectum, but no lesions. 

At operation a large Meckel’s diverticu- 
lum, measuring 12 em. in length and 6 cm. 
in diameter, was found arising from the 
ileum, 2 feet above the cecum. The diverti- 
culum had a mesentery but there were no 
significant adhesions and the distal end was 
unattached. There was considerable scarring 
along one serosal surface. The diverticulum 
was amputated. On the mucosal surface op- 
posite the serosal scarring described above 
was an ulcer crater representing the origin 
of the bleeding. Microscopic study revealed 
diffuse inflammatory reaction evidenced by 
polymorphonuclear leukocytes, mononuclear 
cells and edema. The area of ulceration was 
described microscopically as being a rather 
shallow crater, its base showing necrotic 
cells and tissue, and the underlying layer 
showing infiltration by polymorphonuclears 
and chronic inflammatory cells. Recovery 
was uneventful and the stools became nega- 
tive for occult blood. 


Conclusions 


1. Meckel’s diverticulum should be con- 
sidered in the differential diagnosis of acute 
or recurrent peri-umbilical and lower quad- 
rant abdominal pain. 

2. This embryonic. vestige is capable of 
producing serious complications, the most 
common of which are acute and chronic di- 
verticulitis, perforation resulting in periton- 
itis, mechanical: obstructions, ulceration re- 
sulting in serious exsanguinating hemor- 
rhage, and fistulous tracts. 

3. It should be a routine procedure to ex- 
plore the ileum in search of Meckel’s diverti- 
culum in all appendectomies when the ap- 
pendix is found not to be grossly inflamed. 

4. Hemorrhage from Meckel’s diverticu- 
lum should be suspected in any case of re- 
current, painless bleeding from the bowel. 





The Stabilizing Effect of Age. So, as we grow old, 
a sort of equable jog-trot of feeling is substituted 
for the vielent ups and downs of passion and disgust; 
the same influence that restrains our hopes quiets 
our apprehensions; if the pleasures are less intense, 
the troubles are milder and more tolerable.—R. L. 
Stevenson. 
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DISEASES OF MECKEL’S 
DIVERTICULUM IN CHILDREN 


CHARLES R. BuaG, M.D. 
RALEIGH 


We think of diseases of Meckel’s divertic- 
ulum as being extremely rare; yet by strange 
coincidence there arose in my own practice, 
in the course of forty-two days, 3 cases of 
the most important disease of this structure. 
In the previous eighteen years of my pedi- 
atric practice I had seen no instance of this 
particular condition, although I was familiar 
with it and had been on the alert for it. 

The purpose of this paper is to report 5 
cases of disease of Meckel’s diverticulum, to 
discuss briefly the anatomy and pathology, 
and especially to stress the practical pedi- 
atric importance of the most important dis- 
ease process of this structure. 


Anatomy 


Meckel’s diverticulum is a blind, cone- 
shaped pouch in the ileum, usually 12 to 18 
inches from the ileocecal valve. It varies 
from 1% to 2 inches in length, and for the 
most part is lined with the same type of mu- 
cosa as that in the ileum. It is estimated that 
about 2 to 3 per cent of all people have a 
Meckel’s diverticulum and that some disease 
occurs in 25-30 per cent of these diverticula. 
For some unknown reason the condition is 
predominantly one of the male sex, the ratio 
being about 4 to 1. 

The diverticulum is the embryonic rem- 
nant of the omphalomesenteric or vitelline 
duct, and is due to the failure of this struc- 
ture to atrophy and be absorbed. 

In the early days of intrauterine life there 
is a wide communication between the embryo 
and the yolk sac. By the end of the fourth 
week this contracts into a narrow tubular 
structure known as the omphalomesenteric 
or vitelline duct. The yolk sac atrophies, and 
by the tenth week the umbilicus begins to 
close. Later, the duct, which has normally 
become a fibrous cord between the umbilicus 
and the bowel, breaks, atrophies and is ab- 
sorbed. It should have disappeared by the 
fifth or sixth month of fetal life. 

If the omphalomesenteric duct does not 
atrophy normally, there is a residual struc- 
ture left at one or the other end, resulting 
in some abnormality of the umbilicus or in 
some form of Meckel’s diverticulum. 


Read before the Section on Pediatrics, Medical Society of 
the State of North Carolina, Pinehurst, May 2, 1944. 
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Pathology 


There are three important pathological 
conditions that occur in Meckel’s diverticu- 
lum. The first is the familiar acute divertic- 
ulitis, an inflammatory condition quite simi- 
lar to acute appendicitis. The second is in- 
testinal obstruction, which may be produced 
by persistence of the fibrous cord between 
the diverticulum and the umbilicus, or may 
result from a volvulus caused by adhesions 
around the diverticulum. The diverticulum 
may be the genesis of an intussusception. 
The most interesting and important patho- 
logical lesions of this structure, however, are 
based on the presence of aberrant tissue, the 
most common type being cells of gastric 
mucosa. They are probably present in most 
diverticula. These cells produce an acid se- 
cretion which is capable of causing pepto- 
genic ulcers. These ulcers may be chronic or 
acute, and they sometimes bleed or perfor- 
ate. Ulcers which do not bleed or perforate 
may produce no symptoms or may cause 
vague pain. In chronic ulceration the walls 
of the diverticulum and ileum may thicken 
and become adherent to surrounding struc- 
tures, producing an _ inflammatory mass 
which interferes with the normal motility of 
the intestine at this point and may produce 
partial or complete obstruction. If the ulcer- 
ation is more acute, perforation may take 
place suddenly. In this event a grave situa- 
tion arises, since the ileal contents are loaded 
with bacteria and severe peritonitis results. 
The size of the perforation and the sudden- 
ness with which it may occur make the re- 
sulting shock and infection more serious 
than those following a ruptured appendix, 
and the mortality is much higher. 

Intestinal hemorrhage is the most fre- 
quent symptom of ulceration in Meckel’s 
diverticulum and is usually the only definite 
symptom. It should be regarded as a signal 
of serious danger. 


Case Reports 


Case 1. R. J., a 2 year old girl, had had 
episodes of abdominal pain associated with 
intractable vomiting for two days before I 
saw her. When she was seen it was obvious 
that she had an acute surgical condition of 
the abdomen. At operation an acutely in- 
flamed Meckel’s diverticulum was found. 
This had looped over a coil of ileum and was 
adherent to the mesentery, producing com- 
plete obstruction. The patient made an un- 
eventful recovery. 
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Case 2. Baby C., an 8 months old infant, 
was seen in February, 1944, with a classical 
history and appearance of intussusception. 
At operation a Meckel’s diverticulum was 
found to be included in the intussusception. 
The diverticulum was invaginated within it- 
self so tightly that it had to be excised with 
the tip still tightly folded into the diverticu- 
lum. 

The last 3 cases illustrate ulcers of Meck- 
el’s diverticulum in which intestinal hemor- 
rhage was the chief symptom. The first pa- 
tient was operated upon on December 9, 
1942, the second on January 6, 1943, and the 
third on January 20, 1948—a total period 
of forty-two days. 

Case 3. J. R., a 4 year old boy, was 
brought to me in November, 1942, with the 
following history: six weeks previously he 
had had an episode of abdominal pain last- 
ing one week. He remained fairly well until 
two weeks before he was seen, at which time 
he began having episodes of cramplike pain, 
occurring most often at night, associated 
with vomiting, and lasting one to four hours. 
The episodes were becoming more severe and 
more frequent. The mother recalled that 
two years previously the boy had had a mas- 
sive intestinal hemorrhage during the course 
of a lobar pneumonia. I gave the patient 
atropine, stopped all laxatives, and put him 
on a bland diet. He improved for about ten 
days, then all symptoms returned. The boy 
lost weight and became dehydrated, and it 
was obvious that exploratory operation was 
necessary. A barium enema was suggestive 
of some abnormality in the descending 
colon; there seemed to be considerable re- 
dundancy and a possible kinking of the sig- 
moid. At operation the colon was found to 
be normal. The walls of a Meckel’s divertic- 
ulum, however, were much thickened and 
were adherent to the ileum on both sides. 
There was an inflammatory mass twice the 
size of a golf ball slightly narrowing the 
lumen of the ileum and acting as a weight, 
which probably flopped over at times into a 
position which produced complete obstruc- 
tion. This mass was dissected and the diver- 
ticulum excised. After two or three rather 
stormy days the boy began to improve rap- 
idly, and has remained in excellent health 
since. 

Case 4. Baby W., aged 5 months, was 
brought to the office because of a moderate 
intestinal hemorrhage. On the day before 
she was seen she had had a stool containing 
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possibly 2 tablespoonfuls of blood, some of 
which was red and clotted and some of which 
was dark. There had been no other symp- 
toms, such as pain, vomiting, loss of appe- 
tite or diarrhea. Intussusception was first 
thought of, and the baby was sent to the hos- 
pital for observation. During the next 
twenty-four hours she remained perfectly 
well. She had a normal stool, took her usual 
formula, had no pain, and was playful. She 
was discharged after twenty-four hours. She 
remained free of symptoms the following 
day, and then started vomiting and became 
fretful. When examined she appeared to be 
in no acute pain, but the temperature was 
101 F. and she was nauseated. The next day 
she looked sick; her temperature was 104 F., 
and she appeared quite uncomfortable and 
resented being handled. The abdomen 
seemed quite tense and tender. The white 
blood cells were 6,000. Operation was done 
the same day. A _ moderately inflamed 
Meckel’s diverticulum was found. There was 
free fluid in the abdominal cavity and a dis- 
tinct ulcer somewhat less than 1 cm. in di- 
ameter near the base of the diverticulum. 
The diverticulum was excised. Convales- 
cence was slow but the temperature was nor- 
mal and all symptoms had subsided in five 
days. 

Case 5 was the only case of ulceration of 
Meckel’s diverticulum which was free of con- 
fusing elements and in which we felt con- 
fident of the diagnosis. This boy of 8 was 
first seen in consultation in 1941 because of 
a profuse intestinal hemorrhage. While sit- 
ting on the toilet he had suddenly become 
quite faint and pale and had passed a large 
amount of blood, some bright red and some 
clotted and rather dark. He was sent to the 
hospital by his physician, who asked me to 
see him. He showed moderate pallor, but 
otherwise the examination was negative. 
The blood picture was normal except for 
anemia. The abdomen was soft and no areas 
of tenderness could be found. He was given 
a transfusion and remained under observa- 
tion for three or four days. During this time 
there were no symptoms of any kind, and he 
had normal stools. His mother, who was a 
graduate nurse, was told that this was a case 
of bleeding from an ulcer of Meckel’s diver- 
ticulum and that we felt that the boy should 
have an exploratory operation. She refused 
permission. The patient remained well for 
about two years and then had another epi- 
sode of intestinal bleeding, somewhat milder 
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than the first. At this time he was given a 
transfusion, the rectum and sigmoid were 
examined by a proctologist and found nor- 
mal, and operation was done the same day. 
A large Meckel’s diverticulum and clotted 
blood in the ileum and cecum were found. 
Attached to the tip of the diverticulum was 
a fibrous cord 12 to 14 inches in length, the 
size of a piece of heavy white string, the 
other end of which was free in the abdomi- 
nal cavity. 
Conclusion 


The pediatrician must be on the alert to 
diagnose the cause of intestinal bleeding and 
must have the courage to urge exploratory 
operation in all such cases, unless some non- 
surgical cause can be found. The conditions 
that must be considered, in addition to 
Meckel’s diverticulum, are intussusception, 
bacillary and amebic dysentery, purpura, 
and lesions in the rectum, especially polyps. 
These conditions are not difficult to eliminate 
in most cases. Bleeding from Meckel’s diver- 
ticulum may not be profuse, but may con- 
sist of slight episodes occurring at intervals 
over a period of several months. On the 
other hand, it may be massive enough to be 
fatal. It takes courage to advise operation 
in the milder cases of intestinal] bleeding, but 
the experiences recounted here have con- 
vinced me that it takes more courage not to. 


Abstract of Discussion 


Dr. R. B. McKnight (Charlotte): Several years 
ago a little girl about 13 or 14 years old was re- 
ferred to me with a diagnosis of mild appendicitis. 
Appendectomy was performed, and a virtually nor- 
mal appendix and a rather large Meckel’s divertic- 
ulum were removed. When I told the mother what 
the child had, she said, “I have an older daughter 
who had exactly the same thing.” This daughter 
had also been operated on. I asked the mother if 
she had any other children and she said that she 
had another daughter, who was around 11 or 12 
years old. I asked her to bring that daughter in so 
that we might examine her. When the third child 
was examined roentgenologically we found that she 
also had a Meckel’s diverticulum. I just wanted to 
report this and put it on record as a rather unusual 
coincidence—3 cases in one family. 

Dr. Donnell B. Cobb (Goldsboro): I have had 4 
cases of ruptured diverticulum, although not during 
a period of six weeks. When we have a patient 
with intestinal bleeding which can not be explained 
in any way we always think of Meckel’s diverticu- 
lum. From the surgeon’s standpoint the most im- 
portant thing to remember is, when you operate on 
a patient for appendicitis and the appendix is not 
sufficiently inflamed to account for the symptoms, 
to look for Meckel’s diverticulum. 

Dr. Bugg: I intended to mention that I have not 
yet had an operation done for intestinal hemorrhage 
in which Meckel’s diverticulum was not found to 
be the cause, 
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POSTMENOPAUSAL ENDOMETRIOSIS 
FOLLOWING STILBESTROL 
THERAPY 


Report of a Case 
W. Z. BRADFORD, M.D., F.A.C.S. 
CHARLOTTE 


The current wave of enthusiasm concern- 
ing the effectiveness of various estrogens, 
particularly stilbestrol, in many gynecolog- 
ical conditions, justifies the presentation of 
a case illustrating one of the possible conse- 
quences of excessive therapy. 


Case Report 


A 52 year old white female was admitted 
to the Charlotte Memorial Hospital for vagi- 
nal bleeding of six months’ duration. The 
menopause had occurred in 1938, with com- 
plete amenorrhea until the onset of the pres- 
ent illness in 1943. A history of some estro- 
genic therapy was obtained, but the actual 
amount involved was not ascertained until 
after surgery had been performed. Aside 
from the bleeding, the patient had gastro- 
intestinal symptoms, consisting of flatulence, 
epigastric pain, and abdominal distress, us- 
ually present after meals and worse after 
she had eaten fried foods. 


A diagnostic curettage was performed, 
and as the uterus was found to be enlarged 
to approximately twice its normal size, this 
procedure was followed by a laparotomy. 
When the abdomen was opened there was 
found, in addition to the large uterus, a 
black cystic mass the size of a hickory nut 
attached to the left ovary. Both ovaries 
otherwise appeared atrophic and post-meno- 
pausal. A bilateral oophorectomy and supra- 
cervical hysterectomy were performed. The 
pathological report, by Dr. Paul Kimmelstie]l 
of the Department of Pathology, is as fol- 
lows: 

“Received was a uterus amputated at the 
cervix. Its walls were markedly thickened, 
measuring more than 2.2 cm. in thickness. 
A large number of small cystic cavities were 
seen in the myometrium, more noticeably in 
the inner third than in the outer two-thirds. 
One of the ovaries received showed a smal] 
cavity approximately 1 cm. in diameter, 
filled with tarry material. The other ovary 


From the Department of Obstetrics and Gynecology, Char- 
lotte Memorial Hospital. 

Read before the Second General Session,: Medical Society 
of the State of North Carolina, Pinehurst, May 8, 1944, From 
the Section on Gynecology and Obstetrics. 
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was grossly unremarkable. Histologic sec- 
tion revealed two major findings: First, the 
ovary containing the chocolate cyst pre- 
sented a typical endometrioma in which 
rather abundant endometrial mucosa was 
seen to line the inner surface of the blood- 
filled cavity. Many sections were laid 
through several blocks of both ovaries, and 
in none of them could a graafian follicle be 
demonstrated. Second, the uterine mucosa, 
consisting of irregular tubular glands with 
cystic dilatation surrounded by a broad zone 
of endometrial stroma, was found to pene- 
trate the entire myometrium from the inner 
surface to within 2 or 3 mm. of the serosa. 
Section through the uterine curettings re- 
vealed endometrium in late, apparently ar- 
rested proliferating phase of the menstrual 
cycle, with marked irregularity and cystic 
dilatation of glands. This picture resembles 
that of so-called ‘Swiss cheese’ endometrium. 
The pathologic diagnosis was: Endometrio- 
ma of ovary; adenomyosis of uterus; endo- 
metrium in prolifierating phase of so-called 
‘Swiss cheese’ type.” 

In summary, the pathological findings 
show actively growing endometrial tissue in 
ovaries and deep in the uterine musculature, 
as well as in its normal site, in a patient 
with atrophic, non-secreting ovaries. Obvi- 
ously stimulation has been supplied by estro- 
gen from some other source. 

The following detailed history of estro- 
genic therapy was obtained: 

Endocrine therapy was commenced in 1935, 
several years prior to the onset of the meno- 
pause, in the form of progynon tablets taken 
by mouth continuously from 1935 to 1938. 
In 1938, the patient was first given progynon 
hypodermically, taking two or three 2500- 
unit ampules weekly. This therapy was con- 
tinued for several years, but the total quan- 
tity was not accurately recalled. During 1941 
and 1942, 5000-unit doses of theelin in oil 
were begun. A total of 75 injections of thee- 
lin were given. 

In 1942, stilbestrol therapy was first in- 
stituted. The patient had taken one or two 
0.5 mg. tablets of this drug daily every day 
for the past eighteen months. Up to the time 
of hospital admission, at least six hundred 
such tablets had been taken. The prolonged 
treatment was self-administered and was 
due to the conviction that hot flashes and 
nervousness were relieved by this treatment. 

Because of the gastro-intestinal symp- 
toms, a gastro-intestinal study was made by 
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Dr. C. Graham Reid. A marked reduction 
in gastric motility and a delayed emptying 
time of the gallbladder were demonstrated. 
Two months following surgery and discon- 
tinuance of estrogens, the patient was com- 
pletely relieved of gastro-intestinal symp- 
toms. X-ray study revealed marked improve- 
ment in gastric motility, the stomach being 
empty in two hours, as contrasted with 
barium retention after four hours at the 
time of surgery. This depressing effect of 
estrogens upon gastric and gallbladder mo- 
tility has been frequently observed. 


Discussion 


Endometriosis is a disease due to activity 
of aberrant endometrial glands or stroma, 
or both. Symptoms are dependent upon the 
activation of these cells by ovarian follicular 
hormone or estrin. As the normal source 
of this substance in the human body is ovar- 
ian, it follows that endometriosis is clinically 
cured by the cessation of ovarian function. 
For this reason oophorectomy or deep x-ray 
castration is frequently performed in cases 
of inoperable endometriosis. The physiologic 
menopause, in similar fashion, is followed 
by inactivation of these aberrant islands of 
endometrium and clinical cure. 

In the above case a postmenopausal pa- 
tient, who would logically be expected to be 
cured of endometriosis by the menopause, 
presented active endometrium following in- 
tensive and prolonged estrogenic therapy. 
Not only was ovarian endometriosis demon- 
strable, but the islands of endometrium in 
the body of the uterus presented evidence 
of continued growth. The enlargement of 
the uterus, in which no tumor was demon- 
strable, was probably also a response to in- 
tensive estrogenic treatment. The atrophic 
state of the ovaries, with no follicles present, 
is further evidence of the dependence of the 
endometrial activity in this case on artificial- 
ly supplied estrogen. 

The phenomenon of uterine bleeding of 
six months’ duration was, of course, inde- 
pendent of the endometriosis and is an o0c- 
casional complication of any form of estro- 
genic therapy. Karnaky™ discusses a blood 
level of estrogen above or below which func- 
tional uterine bleeding ceases. The with- 
drawal bleeding following cessation of estro- 
genic therapy is a commonplace experience. 
Bleeding during stilbestrol therapy should 
respond either to more intensive treatment, 


1, Karnaky, K. J.: The Use of Diethylstilbestrol to Control 
Uterine Bleeding, South. M. J. 87:510-522 (Sept.) 1944. 
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raising the blood estrogen level, or to ces- 
sation of treatment. In the few cases we 
have seen, the discontinuance of treatment 
is usually followed by the cessation of bleed- 
ing, particularly if stilbestrol therapy has 
been given over a long period of time. 

It is not within the province of this paper 
to discuss in detail the indications, contra- 
indications, and dosages of stilbestro], It 
appears, however, that such ill effects as 
have been observed follow the prolonged ad- 
ministration of the drug in large doses. This 
case is presented to illustrate two ili effects 
of prolonged and _ injudicious estrogenic 
therapy—first, uterine bleeding, and second, 
postmenopausal endometriosis. 





EXPERIENCE WITH SULFAPYRAZINE 
IN CHILDREN 


HARVEY N. VANDEGRIFT, M.D. 
CHILDREN’S HOSPITAL 


PHILADELPHIA 


Since the advent of sulfanilamide many 
similar drugs have been synthesized in an 
attempt to find one of extremely high bac- 
teriostatic activity and low toxicity. The 
latest of these many compounds is 2-sulfa- 
nilamido-pyrazine, or sulfapyrazine™. 

Sulfapyrazine is a crystalline white pow- 
der only slightly soluble in water. The so- 
dium salt, however, is highly soluble. Little 
of the drug is acetylated by the body. Ex- 
perimental studies with sulfapyrazine in 
animals have shown it to be of very low 
toxicity’), and its effectiveness in adults'*@’ 
has already been reported. For this reason 
it was decided to study its therapeutic effect- 
iveness and toxicity in children. 

One hundred and nineteen unselected pedi- 
atric hospital patients were studied from 
July 1, 1943, to February 28, 1944. Those 
with only moderate infections were treated 
by the oral route. Children with more severe 
infections were given the drug intravenously 
or subcutaneously at first and then later by 
oral administration. 


Read before the Section on Pediatrics, Medical Society of 
the State of North Carolina, Pinehurst, May 2, 1944. 

From the Department of Pediatrics, Duke University School 
of Medicine, and Duke Hospital, Durham, N. C. The sulfa 
pyrazine was furnished through the courtesy of Mead Johnson 
and Company. 

1. Ellingson, R. C., J. Am. Chem. Soc. 63:2524, 1941. 

2, (a) Hamburger, M., Jr., Ruegsegger, J. M., Brookens, N. 
L.. Eakin, E.: The Absorption, Excretion, and Distri- 
bution of 2-Sulfanilamido-pyrazirie (Sulfapyrazine) in 


Man, Am. J. M. Se. 204:186-198 (August) 1942. 

(b) Schmidt, L. H. and Sesler, C. L.: Sulfapyrazine: Its 
Activity Against Experimental Infections With Beta 
Hemolytic Streptococci, J. Pharm. and Exp. Ther, 77; 
277-289 (March) 1943, 
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I. HOURLY BLOOD LEVELS TO SHOW PEAK OF BLOOD CONCENTRATION 
ON SINGLE ORAL DOSE . 
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Methods of Administration 


Oral Administration 


Blood levels were obtained on all patients 
at twenty-four, seventy-two, and ninety-six 
hour intervals. After an initial dose of 14 
grain per pound, infants received 1 grain 
(0.064 Gm.) per pound every twenty-four 
hours, divided into six daily doses. Children 
over 6 years of age received 2 Gm. of sulfa- 
pyrazine initially and 0.5 Gm. every four 
hours. As is shown in chart 1 the maximum 
drug concentration is reached in four hours, 
and for this reason we feel that sulfapyra- 
zine should be administered at four hour in- 
tervals. Other observers feel that, because 
of the slow excretion of sulfapyrazine, the 
difference between the four and six hour 
levels is not great enough to alter the bac- 
teriostatic activity of the drug®?. 

It was observed early in the course of this 
study that the twenty-four hour blood level 
of sulfapyrazine in all patients, regardless 
of age, was lower than that seen with the 
other sulfonamide drugs. In an effort to see 
if a higher blood level could be obtained by 
oral administration the blood levels of 12 
patients who received the doses described 
above were compared with those of 12 pa- 
tients who were given double these amounts. 
As is shown in chart 2, the larger doses did 
not significantly increase the blood level. 
The drug is apparently absorbed rather 
slowly from the gastro-intestinal tract, and 
increasing the amount of available drug 
does not speed up the rate of absorption. 
Thus a comparatively low blood level, is ob- 
tained from either dose, but this level is 
3. Barnett, H. L., Perley, A. M., Forbes, G. B., Goldring, 
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The Use of Sulfapyrazine in Infants and Children, 
J. M. Se. 206:599-610 (Nov.) 1943. 
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II COMPARISON OF DRUG ON SINGLE AND DOUBLE DOSE 
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therapeutically as effective as the higher 
level obtained with other sulfonamides. 


Intravenous Administration 


Twenty-one patients were considered suffi- 
ciently ill to warrant the administration of 
1 per cent sodium sulfapyrazine intraven- 
ously in a dosage of 1-14 grains (0.096 Gm.) 
per pound every twenty-four hours. Later 
sulfapyrazine was given orally. The intra- 
venous administration gave a high initial 
level (chart 3), which was difficult to main- 
tain unless the injection was repeated at fre- 
quent intervals—an impractical procedure 
in infants and children. Furthermore, the 
high blood levels of the drug which are pro- 
duced immediately after an intravenous in- 
jection increase the chance of renal damage. 
Of these 21 patients, 1 had gross hematuria 
and 1 microscopic hematuria for one day 
only. 

Subcutaneous Administration 

Many patients with moderately severe in- 
fections who were unable to retain the drug 
by mouth were treated by the subcutaneous 
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NV BLOOD LEVEL OBTAINED BY SUBCUTANEOUS ADMINISTRATION 
SHOWING RANGE OF LEVELS 
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injection of a 0.5 per cent solution of sodium 
sulfapyrazine in normal] saline, the dosage 
being 14 grain (0.032 Gm.) per pound every 
eight hours for twenty-four to forty-eight 
hours. Sulfapyrazine was then given orally. 
In this manner quite a high blood level was 
maintained (chart 4), and the fluid require- 
ments of the patients were satisfied. The 
drop in the blood level is due to the change 
from subcutaneous to oral sulfapyrazine. 
For acutely ill children in whom an imme- 
diate high level is desired the subcutaneous 
route is probably better than intravenous 
administration. 


Sulfapyrazine in the Spinal Fluid 


Sulfapyrazine diffuses into the spinal fluid 
in about the same degree as do the other 
sulfonamides, reaching a level about 50-60 
per cent as high as the blood level. Nine pa- 
tients had spinal fluid determinations, 5 of 
whom received initial intravenous sulfapyra- 
zine and had spinal fluid and blood determi- 
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VI BLOOD AND SPINAL FLUID LEVELS ON ORAL DRUG 
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nations done at the end of twelve hours and 
at frequent intervals thereafter (chart 5). 
The other 4 were given only oral sulfapyra- 
zine, and spinal fluid levels were determined 
at the end of twenty-four hours and reported 
as seen in chart 6. 


Evaluation of Sulfapyrazine 


, From July 1, 1943 to February 28, 1944, 
119 unselected pediatric patients were 
treated with sulfapyrazine. The diseases 
treated were the usual ones seen in a chil- 
dren’s hospital (table 1). The results were 
similar to those usually obtained with sulfa- 
diazine. 

Toxicity of Sulfapyrazine 

The patients were watched closely for the 
toxic reactions known to occur with the 
other sulfonamides and for any other un- 
toward clinical or laboratory reactions. 

1. Fever: In only 1 patient was fever 
presumed to be due to sulfapyrazine. This 
case was doubtful, however, as the child was 
again given the drug for twenty-four hours 
before discharge without any elevation of 
temperature. 

2. Nausea and Vomiting: In no patient 
was there any nausea or vomiting attribut- 
able to sulfapyrazine. 

3. Rash: No cutaneous manifestations 
were seen in any patient. 

4. Renal Complications: Of all the toxic 
reactions to the sulfonamides, renal irrita- 
tion is the most serious. Gross hematuria 
is a warning to stop the drug immediately. 
In these 119 patients only 1 case of gross 
hematuria was observed and this occurred 
when the blood level of the drug was 21 mg. 
per 100 cc., following the intravenous ad- 
ministration of sodium sulfapyrazine. The 
patient was receiving sodium bicarbonate 
but the hematuria occurred while the urine 
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TABLE 1. 
Average Average 
Disease No.of no. days — total dose Days of Results Remarks 
Patients on drug (Gm.) fever 
Mening*ococcus 
meningitis ................ 3 10 31.1 3.7 All recovered No sequelae 
Pneumococcus 1 died 1 patient died 7 hr. after 
meningitis ................ 3 7.9 32.6 5.5 2 recovered adm. 1 patient also receiv- 
ed penicillin 
Influenzal 1 died Also received type B anti- 
meningitis —............... 2 1 recovered influenza] serum. Fatal case 
received no serum 
Culture revealed Staph. 
3rouchopneumonia...... 16 5 8.9 2.1 All recovered aureus in 1lcases and beta 
hem. strep. in 5 cases 
Lobar All recovered Type I in 2 cases; 4 cases 
pneumonia’) 00... 6 6.4 23.3 2.2 not typed. 
(EIS MORIA ..........:-:::- 7 5.6 9.2 2:2 All recovered All Staph. aureus 
Non-specific upper 2tracheobron- Cases included _ tonsillitis, 
respiratory infect. 18 5.6 11.4 2.4 chitis died pharyngitis, and _ tracheo- 
bronchitis . 
Specific 2 Hiss Russell Y; 2 Flex- 
diarrhea) ................ 6 6 10.5 3 All recovered ner; 1 salmonella, 1 para- 
typhoid 
Parenteral Two patients did not re- 
diarrhea‘? ..23 6.4 4.8 3 All recovered spond and had to be placed 
on another sulfonamide 
Acute hemorrhagic These patients had infec- 
eee 4 7.5 20 2.2 All recovered tion of nose and _ throat. 
Urine cleared while on 
treatment 
1 patient also received peni- 
Staphylococcus No im- 2 died cillin. The other received 
septicemia ..... my 10 41 provement all of the sulfonamides 
All chronic nephritics. 
Pneumococcus Blood cultures sterile on 
septicemia _................ 3 6 19 2.1 All recovered 3rd day in 2 patients; on 
4th day in 1. No change in 
primary condition. 
One patient had _ blood 
Subacute bacterial All rezeived No change stream sterilized for 7 
endocarditis .............. 3 18 174 fever therapy weeks. 2 patients have 
since expired 
1 diphtheria 
Misc. Cases ..23 and 1 post-op. 


was still acid. The drug was stopped, fluids 
were forced, sodium bicarbonate was con- 
tinued, and the urine cleared in forty-eight 
hours. The patient was then given sulfapy- 
razine orally and hematuria did not recur. 
The nitrogen retention was not increased 
and there was no oliguria. Nine patients had 
transitory microscopic hematuria. One of 
these children had red cells for two days and 
the remaining 8 patients had red cells on 
only one occasion. In none of these 9 pa- 
tients was there any elevation of the non- 
protein nitrogen, and the drug was con- 
tinued in each case. 


M., et al: The Use of 2-Sulfanilamidopyra- 
Am. J. M. Sc, 202:482- 


4. Ruegsegger, J. 
zine in Pneumococcal Pneumonia, 
140 (Sept.) 1941. 

5. Tudor, R. B.: The Chemotherapy of Infantile Diarrhea: 
A Comparison of Sulfadiazine and Sulfapyrazine, J. Ped. 
22:652-654 (June) 1943. 


meningomye- 
locele died 

5. Leukopenia: A white blood cell count 
was done every other day on all patients re- 
ceiving sulfapyrazine. In not a _ single in- 
stance was it necessary to discontinue the 
drug because of a precipitous drop in the 
white blood cell count. 

6. Anemia: The hemoglobin and red blood 
cell count were followed in conjunction with 
the white blood cell count, but there was not 
a single case of anemia resulting from sulfa- 
pyrazine. 

7. Other reactions: There were no reac- 
tions which could be classified as toxic effects 
of sulfapyrazine. 

8. Sensitivity: One patient received sulfa- 
pyrazine on five different occasions and 4 
others on two to four occasions without de- 
veloping any evidence of sensitivity. 
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Discussion 


As was stated earlier in the paper, it was 
found that the blood levels obtained with 
sulfapyrazine were much lower than those 
obtained with sulfadiazine. This same ob- 
servation had previously been made by Ham- 
burger et al'** and later by Barnett and his 
co-workers. Because of these lower levels 
the oral dose was doubled in an effort to ob- 
tain a higher and presumably more effective 
blood concentration. Doubling the dose in- 
creased the blood level by only 0.5 mg. per 
100 cc., regardless of the age of the patient. 
These lower blood levels were, however, as 
effective as the higher levels obtained with 
other sulfonamides. 

Immediate high blood levels can be ob- 
tained by intravenous administration of so- 
dium sulfapyrazine, but in infants this is the 
most difficult route of administration. Since 
our only case of gross hematuria occurred 
during the peak level following intravenous 
administration of the drug, and since high 
levels are not therapeutically necessary, it 
seems best to avoid this method of adminis- 
tration. The subcutaneous route is the most 
effective way of establishing an adequate 
blood level in infants. A stable level can be 
maintained and the patient’s fluid require- 
ments can be met. 

Sulfapyrazine reaches an effective level in 
the spinal fluid about as rapidly as do the 
other sulfonamides. An adequate level is 
reached in twelve hours and is maintained 
in a concentration 50-60 per cent that of the 
blood level. 

This series did not allow for a statistical 
comparison between sulfapyrazine and the 
other sulfonamide drugs, but from the 119 
cases it is apparent that sulfapyrazine is 
therapeutically as effective as the other 
drugs and that high blood levels are not 
necessary. While the series is small, the 
scarcity of toxic reactions makes it appear 
that in sulfapyrazine we have a drug of high 
potency and extremely low toxicity. It is an 
excellent drug for various types of infections 
in infants and children. 


Conclusions 


1. Sulfapyrazine administered orally in a 
dosage of 1 grain (0.064 Gm.) per pound 
every twenty-four hours results in low blood 
levels which are therapeutically effective. 

2. An increased oral dosage does not sig- 
nificantly raise the blood concentration. 
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$8. Subcutaneous administration is effect- 
ive. 

4. Spinal fluid concentrations were found 
to be 50-60 per cent as high as the blood 
level. 

5. The only toxic reactions found in 119 
infants and children treated by sulfapyra- 
zine were 1 case of gross hematuria after 
intravenous therapy and 9 instances of tran- 
sient microscopic hematuria. 


Abstract of Discussion 


Dr. Donald E. Robinson (Burlington): I wish to 
ask Dr. Vandegrift if the sodium salt is adminis- 
tered orally and, if so, how the blood level compares 
with those obtained by intravenous and subcutane- 
ous administration. 

Dr. Vandegrift: We did not give any of the pa- 
tients in our series the sodium salt by mouth. How- 
ever, Barnett and his group in St. Louis have done 
so, and they found the same low blood level that 
we obtained with the oral sulfapyrazine. 

Dr. Jay M. Arena (Durham): I have seen all of 
the cases treated by Dr. Vandegrift and have veri- 
fied his findings. The patients certainly seem to 
do very well on the small amounts of the drug that 
were given; the blood count stays up well and there 
are very few toxic manifestations. We have used 
sulfapyrazine almost entirely for a year, and the re- 
sults obtained have been as good, if not somewhat 
better than the results we have had in the past with 
other drugs. 

Dr. Arthur H. London, Jr., (Durham): Dr. Vande- 
grift allowed me to use some of the sulfapyrazine 
in the case of a little girl who developed a skin rash 
with any of the other sulfonamide drugs. With the 
use of sulfapyrazine the skin rash did not appear. 
Whether that would hold good in all such cases I 
do not know. 





THE BLUE CROSS PLAN 
E. B. CRAWFORD, Executive Director 


HOSPITAL SAVING ASSOCIATION OF 
NORTH CAROLINA, INC. 


CHAPEL HILL 


The Blue Cross story is a simple one. 
From the “Dallas Experiment,” which was 
the one-hospital, one-group plan at Baylor 
University and the University Hospital at 
Dallas, Texas, in 1929, the first city-wide 
and county-wide plans of St. Paul and New 
Jersey, and the first state-wide plan in North 
Carolina in 1935, this venture has grown to 
include eighty plans in forty states and Can- 
adian provinces, protecting nearly sixteen 
million people. The Saturday Evening Post 
has called it “the world’s best example of 
cooperative common sense,” and it has also 
been called the fastest growing movement 
America has ever experienced and a “daily 
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miracle’’—the latter because more than 10,- 
000 people become members every day. 

The origin and need may be traced largely 
to social and economic problems. These are 
not new. Some of you may have noticed in 
the February, 1944, issue of the Bulletin of 
the New York Academy of Medicine that in 
1754 Pierre de Chamousett, a social-minded 
Frenchman, offered a program for medical 
care to the people of France. It is astound- 
ing how similar the medical problems of his 
time were to those of today. His proposal de- 
scribed the shortage of physicians, and told 
how the large majority of the people could 
protect themselves by periodic budgeting, 
how government funds were needed for the 
indigent, how the low-wage classes were be- 
ing neglected, and how much opposition by 
various groups of people and by the profes- 
sion was in evidence. Through the years 
many different programs of health insurance 
have been tried in various countries. Ameri- 
ca still holds to the finest system in the world 
—the voluntary system. The Blue Cross 
Plan of Group Hospitalization has been de- 
scribed as a “unique combination of individ- 
ual initiative and social responsibility, per- 
forming a public service without public com- 
pulsion and exemplifying private leadership, 
without private gain.” 


Purpose 


In the report to the Board of Trustees, 
made in 1942, the following reasons for the 
existence of the Hospital Saving Association 
were outlined: 

“(1) To furnish a way for the people, by 
small periodic payments, to be assured of 
proper hospital and professional care, so 
that this protection may prevent each per- 
son from becoming medically indigent and 
therefore increase his morale and asset as a 
self-sustaining citizen. 

‘““(2) To assist the hospitals by establish- 
ing a fund for cash payments for essential 
services rendered participants, which in- 
directly lightens the tax burdens involved in 
the support of these hospitals, thus benefit- 
ing the entire community. 

“(3) To establish, with these ideas in 
view, a sound public policy, commensurate 
with good business principles, so that the 
people, the community, and the profession 
will be served in a manner that will best 
accomplish tangible and equitable results for 
all.” 

To combine civie service and social respon- 
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sibilities with sound business principles 
should always be the guiding principle in 
establishing the policies of any group hos- 
pitalization program. Our paramount ideal 
is to provide the greatest good for the great- 
est number. 


Needs 


It is hardly necessary for me to discuss 
with you men of the medical profession the 
need for such a program. This need is basic 
and is largely economic. However, these 
ideas may be reviewed briefly: 

(1) There should be some way provided 
for an employee to budget periodically for 
protection against the costs of sickness. An 
employer is usually anxious to help his em- 
ployees take advantage of such a plan. 

(2) There should be some economic ad- 
justment whereby the person with the large 
family would not have to pay too much, as 
his expenses are already heavy. 

(3) There should be a way provided that 
will enable a person to go to the hospital in 
time, and not wait until his condition be- 
comes critical. ; 

(4) There should be some means for 
people with a low income to maintain a sense 
of pride and self-respect by being able to 
have an unexpected hospital bill paid. 

(5) There is a need to eliminate worry 
over finances, which could actually be detri- 
mental to recovery. 

(6) Health has been called the first line 
of defense. Any program that will encour- 
age early diagnosis and treatment of dis- 
ease increases the ability of our people to 
work, decreases loss of time, and thus, in a 
broad sense, increases production of vital 
war material. 


Actual Operation and Structure 


Theoretically, we endeavor to establish a 
partnership between the subscriber, the hos- 
pital, and the physician. The organization 
is merely the medium through which al] the 
partners work. We try to visualize the 
problems of the subscriber, the hospital and 
the physician, and try to protect the interests 
of all of them. When any one of the three 
takes a narrow or selfish viewpoint, it leads 
to abuse and can destroy the real purpose 
for which the plan was created. 

You can visualize the complexity of the 
plan, which must bring into proper relation- 
ship the hospital, subscriber, and physician. 
When the patient attempts to abuse the priv- 
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ilege of membership, when the doctor im- 
poses on the plan and on the hospital, or 
when the hospital fails to live up to its ob- 
ligation by increasing costs or lowering serv- 
ice, the soundness of the entire plan struc- 
ture is involved. 

The plans operate through service agree- 
ments. We sell certain services and in turn 
buy these services from hospitals. The sub- 
scriber is not interested in our purchases of 
services, but he is interested in not having 
to pay for these services when he is in the 
hospital. Herein lies the difference between 
the group hospital service plan and a com- 
mercial company—that is, service versus 
dollars and cents. 

The Hospital Saving Association is re- 
sponsible when one of its members is ad- 
mitted to a hospital by a licensed physician 
until the patient is discharged by this phy- 
sician. Therefore, the Association and the 
hospital are almost entirely in the hands of 
the physician, and the important role he 
plays in the whole program cannot be min- 
imized. The success of any plan is to a large 
extent dependent on the understanding and 
cooperation of physicians, individually and 
collectively. 


Organization 


An organization should represent the 
people served. Our work is built around the 
profession and the public. Therefore, the 
Board should represent the three interested 
parties: (1) the hospitals, (2) the medical 
profession, and (3) the public. The Board 
of Trustees of the Hospital Saving Associa- 
tion consists of twelve members — four 
elected by the North Carolina Hospital As- 
sociation, four elected by the Medical So- 
ciety of the State of North Carolina, and 
four elected by these eight from the public 
at large. 

The organization’s working structure con- 
sists of: 

(1) Board of Directors (Trustees) 

(2) Executive Committee (appointed by 

the Board) 

(3) Active management, with personnel 

consisting of : 

(a) Home office personnel 
(b) Branch offices’ personnel 
(c) Field representatives 

The attraction of the organization to the 
public depends on many factors, but largely 
on: 

(a) Rates, which must be low enough to 
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appeal to the person who has heretofore 
found it difficult to protect himself, or has 
been unable to do so. These rates must con- 
sider the family as a unit to accomplish the 
best community service. 

(b) Benefits, which must be worthy of 
prices paid for them. 

To attract hospitals and physicians pay- 
ments for their services must be adequate. 


Educational Program 


Our entire program never ceases to be 
one of education. Each time we present our 
proposals to groups, we talk about hospital 
and medical services, and we continually 
bring these ideas before many people who 
may have never seriously thought about 
them. In the past, many people have 
thought of hospitals as places in which to 
die. Now they are known to be places to go 
to get well. A friend’s experience—or more 
acutely, a personal experience—in a hospital 
helps a person realize the necessity for pro- 
tection against the costs of sickness and can 
relieve many fears that may have prevailed 
before. 

Therefore, our public education program 
has many objectives, the two most impor- 
tant being: 

(1) To explain the role of the Blue Cross 
Plan as a community sponsored, non-govern- 
mental program of self-help in providing 
for essential hospital services. 

(2) To emphasize (a) the medical and 
social value of the voluntary American hos- 
pital system, particularly the non-profit in- 
stitutions which cooperate in giving service 
to the subscribers, and (b) the advantages 
of the private system of medical practice. 
We can truthfully be termed “ambassadors 
of good will” for hospitals and physicians, 
for we are constantly explaining genuine 
medical service in the presentation of our 
program to the people, thus acting as pub- 
licity agents for both. 


Enrollment 


From a state-wide standpoint, many fac- 
tors affect enrollment: 

(1) Density of population. Naturally, the 
more thickly populated areas can offer faster 
enrollment at less cost. 

(2) Hospital facilities. People are more 
interested if adequate facilities are easily 
available. 

(3) Prevailing occupations 

(4) General economic conditions 

(5) The extent to which the education 
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program has progressed, awakening the 
people to the need and benefits. 

For our own protection and the soundness 
of our program, we must see that there is a 
proper percentage of men, women, and chil- 
dren, and that a cross section of the people 
is represented. 


Statistics and Accomplishments 


Group hospitalization plans are building 
valuable statistics for the profession. The 
three leading causes for admission to hos- 
pitals in North Carolina, according to Hos- 
pital Saving Association statistics, are: 

(1) Maternity cases—21 per cent of ad- 


missions 

(2) Tonsillectomies—16 per cent of ad- 
missions 

(3) Appendectomies—10 per cent of ad- 
missions 


Gynecologic conditions play a large part 
in claim expense. The expenses of male mem- 
bers average about 50 per cent of their pay- 
ments; those of female members, about 90 
per cent of their payments. Juvenile mem- 
bers cost less than adults. 

The expenses of female members seem to 
be about the same, whether they are work- 
ing or are the dependents at home. 


Professional Service Program 


So much for hospitalization. A group pro- 
fessional service program commands your 
particular interest. The Hospital Saving 
Association is a forerunner in handling both 
hospitalization and professional service in 
one organization. 

The same problem is involved in setting 
up the additional program—that is, how to 
offer a sound program that is attractive and 
salable. We have found what we can do 
with hospitalization and what we can do 
with surgery and obstetrics. Rates to pro- 
vide medical payments seem at present to 
be so high they would prohibit sales. Pre- 
payment for medical services has been tried 
in several sections of the United States. 
Michigan found quickly that complete medi- 
cal coverage was very difficult and financial- 
ly disastrous unless many safeguards were 
provided. Buffalo, New York, is attempting 
limited medical coverage. Total rates are 
$2.40 per month for an individual] and ap- 
proximately $5.50 per month for a family. 
Such a program is not salable in North Caro- 
lina yet. Therefore, we have considered it 
wiser to provide for the other benefits and 
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leave the member in a position to pay for 
the medical service, if and when he needs it. 
Budgeting in small amounts for hospitaliza- 
tion, surgery and obstetrics frees his funds 
to pay the medical man. A medical program 
may not be impossible, however, and we are 
watching progress of others carefully. It is 
possible that through education, people may 
eventually be willing to pay a good deal more 
on the prepayment basis; but in North 
Carolina, as well as in many other states, 
there must be still further health education. 


I have recently received resumes of the 
Massachusetts, Colorado and Michigan med- 
ical programs. In each of these states, the 
State Medical Society has agreed to give full 
coverage to people of low income. The fee 
paid in each of these states is $75.00 for an 
appendectomy, and $100.00 for other ab- 
dominal operations; operative fees range as 
high as $125.00 and $150.00 in some compli- 
cated cases, such as brain tumors. It is sup- 
posed that the professional fees in most of 
these states would be higher than those in 
North Carolina. The average income of the 
individual citizen is certainly much higher. 
The doctors there apparently look with such 
favor on this program that they are willing 
to sacrifice high fees for volume of cash pay- 
ments to them. 

At the present time your income is de- 
rived from a cross-section of the people. A 
few specialists may command a clientele 
from the top ranks of the financially well- 
to-do, but on the average, your collections 
come from a cross-section of the people in 
the community. If you would divide your 
collections—not your charges—by the num- 
ber of cases you have had in a year’s time, 
you would perhaps find that you are collect- 
ing as a total much less than the Hospital 
Saving Association’s present schedule of 
fees would have paid you for the same cases. 
We are contemplating an increase in these 
fees soon, but the sales will depend on the 
public’s ability to pay slightly higher rates. 
We have never urged you to give full cover- 
age, as is given in the other states men- 
tioned, but we do earnestly plead with you 
to give our members kindly consideration 
and to handle all possible cases for the fees 
outlined. These people have bought this in- 
surance with the honest intention of paying 
you—their doctor. There are many social 
ideas in a program of this kind, but it is 
not federal medicine; it is a program to pre- 
vent the latter. 
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The policy of our Board of Trustees is not 
to ask you to commit yourselves publicly to 
a full-coverage program. If you wanted such 
a program in North Carolina it should origi- 
nate from the State Medical Society. The 
desire to protect the low-income group by 
guaranteeing no extra charge in those states 
that provide such coverage comes directly 
from leaders of the medical profession in 
these states. I will say that if we could go 
to the average employer in this state and 
tell him that there would be no additional 
charge for his employees earning less than 
a certain income, our sales would increase 
tremendously, and the volume of cash busi- 
ness brought to you would be astounding. 
There are twelve states now operating medi- 
eal service programs, and the individual 
members of the medical societies of Cali- 
fornia, Colorado, Massachusetts, Michigan, 
Missouri (two county societies) and New 
Jersey have all contracted to provide full 
coverage for the low income worker. 


Commercial Coverage 


Commercial companies are fast entering 
the field of hospital and medical protection. 
They see a chance to profit from its popu- 
larity and a way, through hospitalization 
and surgery, to get a broad coverage on 
group life and sickness insurance, on which, 
it is generally supposed, they have always 
made a great deal of money. 

The commercial companies’ interest is in- 
dicated by an article which appeared in the 
Weekly Underwriter for August 12, 1944, 
in which a meeting of representatives of 
forty companies was described. ‘It was the 
belief of those present that accident and 
health companies have a huge future field in 
medical care insurance—similar to that now 
existing in the hospital insurance field.” 


Some companies are even endeavoring to 
make service contracts with hospitals, and 
they have long ago secured the verbal con- 
sent of doctors in some localities to handle 
their policy holders for no extra charge. 
This has put your own Association ‘“‘on the 
spot.” The mill owner is anxious to get as 
complete a coverage as possible for his work- 
ers. He could be sold on the Blue Cross Plan, 
which will pay the profession more for their 
services than most of the commercial policies 
we have seen, considering comparative costs. 
Through the Blue Cross vrogram this owner 
of a business becomes a part of the better 
health program of the entire community, for 
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we keep the employee when he leaves his job, 
so that he will not become a tax burden for 
the community and a charity patient for 
you. The commercial companies drop this 
man at once when he leaves the group. The 
commercial companies, because of the very 
nature of their business, cannot have the 
long-range, non-profit, civic service idea that 
the Blue Cross program has. This feature, 
coupled with the fact that we operate on an 
entirely different principle from an insur- 
ance company—paying you direct—should 
cause you to come out in positive support of 
the Blue Cross plan. You are surely inter- 
ested in the ultimate betterment of the 
health and economic status of the entire 
community and of your own and your hos- 
pitals’ financial condition. 

In North Carolina, we have several com- 
panies which are really “out for the busi- 
ness.”” Some have tried to get into the serv- 
ice field by contracting with hospitals for 
service, although they are operating under 
the insurance laws, which require them to 
indemnify the policy holders for certain sve- 
cified dollars and cents benefits. This is an 
important difference between Blue Cross 
plans and commercial companies. Their 
policy holders, of course, have a right to 
assign their benefits to the doctor or the hos- 
pital. Widespread service agreements with 
commercial companies would mean_ that 
there is no further need for your own or- 
ganization, which was organized by you and 
the hospitals to provide the very things you 
have not been able to get from commercial 
companies — guaranteed payments to you 
and a long-range program for the entire 
community, not just the special large pre- 
ferred groups. In North Carolina, commer- 
cial insurance plans could develop into a 
very serious threat to the Hospital Saving 
Association program, and your attitude to- 
ward them will largely determine the future 
possibilities of the Hospital Saving Associa- 
tion. A continued silent acceptance of com- 
mercial insurance as a service coverage in 
competition with your own Blue Cross pro- 
gram could do one of two things to the Hos- 
pital Saving Association: (1) force it out of 
business as being non-essential, or (2) force 
it into the same competitive type of opera- 
tion. 

It is my understanding that the medical 
profession has always opposed any program 
of sickness insurance by the government or 
originating from any other source wherein 














540 NORTH CAROLINA 
the voice of the profession has no weight or 
control. You certainly have no voice in the 
management of the insurance companies, 
which must operate for their own profit, and 
which are not nearly as interested in your 
problem as is your own organization. 

Of lesser importance, but worthy of some 
consideration is the fact that the Hospital 
Saving Association sincerely endeavors to 
save you much red tape in the execution of 
miscellaneous forms. 


Social and Political Trends 


There has been much agitation recently 
relative to entree of the federal government 
into hospitalization and medical services. 
This movement has been inaugurated 
through the Social Security Board, and three 
definite attempts—the Elliott Bill, the Green 
Bill, and now the Wagner Bill—have been 
made to secure the approval of Congress for 
a broad program of federal medicine. There 
are several reasons why a program of this 
kind might be considered: 

(1) Political ambitions 

(2) Desire for a more even and adequate 

distribution of medical care 

(83) Public demand for relief from exces- 

sively high costs of medical care. 

The present Wagner Bill seems to be a 
culmination of the previous attempts and 
is a measure designed to raise the revenue 
for a federal program by increasing the 
social security taxes. Blue Cross is opposed 
to this, as you well know, and we believe 
that we can, with your help, make such a 
federal program unnecessary. We believe 
the voluntary system has made America the 
leader in scientific research and progress in 
medicine, and we hope to keep this system. 

During the week of July 12, a special sub- 
committee on Wartime Health and Educa- 
tion, under the chairmanship of Senator 
Claude A. Pepper of Florida, heard testi- 
mony from various government officials as 
well as from leaders in the voluntary insur- 
ance field. The three witnesses whose testi- 
mony bore most directly upon the problems 
of voluntary protection were Vice-Admiral 
Ross T. McIntire, Surgeon General of the 
Navy, Dr. Thomas R. Parran, Surgeon Gen- 
eral of the United States Health Service, 
and Dr. Claude Munger, Chairman of the 
Council on Government Relations of the 
American Hospital Association. 

In an Associated Press release of July 10, 
1944, Vice-Admiral Ross T. McIntire pro- 
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posed that the government provide health 
clinics to help build up a healthy post-war 
American youth. 

“The part that the Federal Government 
can play in an overall attempt to reduce the 
cost of medical care could well be applied 
to the providing of health clinics that would 
house laboratory, x-ray and special facilities 
that could be used by all of the doctors in 
the community, thereby reducing collateral 
cost to the patient,”’ he said. 

Admiral McIntire questioned whether 
compulsory medical care should be imposed, 
but said: “Certainly some form of health in- 
surance, call it what you may, is necessary 
if the man in the low-income bracket is to be 
able to procure adequate medical and hos- 
vital care for his family and himself.” He 
suggested that medical organizations be con- 
sulted as to methods. This would seem to 
mean that he is putting the problem up to 
the medical profession. 

The following excerpts are from the state- 
ment by Dr. Thomas Parran, Surgeon Gen- 
eral, U. S. Public Health Service: 

There are many reasons why hospital care in this 
country is inadequate by modern standards, First 
and foremost may be cited the inability of the aver- 
age patient to meet rising costs of hospital care. 
Second, in importance is undoubtedly the inequitable 
distribution and often poor quality of hospital facil- 
ities. 

At the present time the prepaid insurance plans 
of the Blue Cross are the most important voluntary 
effort in meeting the cost of hospital care. These 
plans now cover nearly 15 million subscribers. Since 
the movement is relatively young, its potentialities 
as an instrument for making hospital care more 
universally available are somewhat unpredictable. 
Undoubtedly the Blue Cross as a private voluntary 
movement has won a place in the American way of 
life. The plan however would seem to have definite 
limitations. It does not seem applicable to the large 
low income group of the population, nor to those 
unemployable by reason of physical infirmity. It is 
these groups that have always constituted the ma- 
jor financial burden on the voluntary hospitals. 

The sponsors of this plan must assure their con- 
tinued responsiveness to the needs of the insured, 
end to a real participation of the insured in policy 
and management. It is essential that these plans 
be continued as truly democratic institutions. 

Medical and hospital care of the indigent and so- 
called medically indigent has long been accepted in 
theory as an obligation of society. The application 
of the theory, however, is subject to the widest 
nossible variations. In the wealthier communities it 
may be reasonably adequate. In many others, how- 
ever, hospital and medical care is haphazard or non- 
existent. 

In my opinion, one of the first approaches to a 
solution of the national health problem would be a 
program of Federal assistance to the States for the 
medical and hospital care of the low income group. 
A program of this nature should include not only 
the care of acutely ill persons but also the care of 
chronic disease which is very largely a part of the 
same social problem. 
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Part of Dr. Munger’s statement follows: 

The American Hospital Association recommends 
to Congress the following actions by the Federal 
government which would encourage voluntary effort 
to accomplish adequate distribution of hospital care, 
since they are consistent with the unmet needs and 
available resources in the United States. 

i. Grants-in-aid to states to assist in providing 
hospital care for beneficiaries of public assist- 
ance, and other medically indigent members of 
the popuation. 

2. Grants-in-aid to states for hospital construc- 
tion in areas requiring such assistance because 
of generally low incomes or critical shifts in 
population. Such grants should, in general, 
be made for the expansion of existing institu- 
tions rather than the establishment of new 
hospitals. 

3. Expansion of existing social insurance bene- 
fits to employees of non-profit associations and 
other groups desiring these benefits and cover- 
age. 

4. Permission for nayroll deductions for Federal 
employees participating in voluntary hospital 
service plans. 

All of this stimulates much thought. We 
cannot sit idly by. You have a challenge, 
and, frankly, we believe that you and you 
alone hold the solution. There is an old quo- 
tation which seems appropriate: “There is 
a tide in the affairs of men, which, taken at 
the .flood, leads on to fortune...We must 
take the current when it serves or lose our 
ventures.” 

We believe NOW is the time. 


What the Medical Profession Can Do 


(1) You can explain the Blue Cross vol- 
untary program to your patients and to the 
business leaders in the community. 

(2) You can stress the long-range com- 
munity civic service idea and show the busi- 
ness man the desirability of being a part of 
such a community health program. 

(3) You can urge them to consider such 
a program to offset any federal program. 

(4) You can get together in your various 
societies to see what recommendations you 
would like to make for improvements in the 
program. Hospital Saving Association wel- 
comes constructive suggestions. 

(5) You can study the program so that 
you will understand exactly what we pro- 
vide; so that you will not misinform mem- 
bers about the provisions. 

(6) You can speak to them sincerely about 
not abusing the privileges of membership, 
showing them that all of us must cooperate 
to make the program sound. 

(7) You can be aware always of costs of 
medical service, such as miscellaneous tests, 
x-rays, laboratory work, and so forth, in 
hospitals. Naturally, there should be no 
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hesitancy in using such facilities when nec- 
essary for diagnosis and treatment, but ex- 
cessive costs can make people fear and de- 
lay medical services today perhaps as much 
as any one thing. Length of stay in a hos- 
pital is also a factor in costs, as loss of pro- 
ductive time for the working man is an ad- 
ditional expense to him. 


Reactions of the Lay Public 


In selling hospital insurance, we hear 
many lay reactions to medical practices and 
hospital procedures. The most common 
statement is that our coverage is of no value, 
because when the hospital and the doctor 
find that the patient has our protection, they 
at once go up on the charges. Another idea 
often expressed is that when the physician 
charges the white collar man a higher fee 
to offset the charity work he has done, it is 
the patient, not the doctor, who is paying 
for charity—and the doctor gets the credit. 
Another reaction is from a very prominent 
man who went to a large hospital for a 
minor ailment and was sent from one spe- 
cialist to another. When he finished, the 
various bills he got staggered him. As a re- 
sult of this experience, he now favors social- 
ized medicine. 

Business men who pay all or part of the 
fees for Hospital Saving Association protec- 
tion often question the fairness of the doc- 
tors’ not joining with them in contributing 
to the health of the people in the community 
by accepting the Association’s fees as full 
coverage. 

These and many other ideas are constant- 
ly being expressed to us in the field, and we 
are always selling the lay public on the basic 
ideas of free choice, freedom of action, time- 
tested ethics of the profession, and so forth. 

We find, almost invariably, that the busi- 
ness man is on the side of the profession in 
regard to preventing federal control of 
medicine. I think I can truthfully say that 
the vast majority are anxious to work with 
you on the basic principles of the free Amer- 
ican way. 


Summary 


I have described some of the broad phases 
of our work, our responsibilities to the pro- 
fession and to the people, and your respon- 
sibilities to your own organization — the 
Hospital. Saving Association. The entire 
program is practically in your hands. You 
advise the hospital patient; you contro] ad- 
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missions and discharges; you direct treat- 
ments while patients are in the hospital. 
You can do a lot of forward thinking about 
the future of medicine, for your leadership 
in every community commands the respect 
of the people. You can take stock of your- 
self, evaluate your duties as a citizen and as 
a doctor. It is our understanding that your 
interest is always for the patient first, and 
next, naturally, for yourself. I think we 
must admit that some of the individualistic 
ideas of the past are re-forming themselves 
into a social aspect. You should not dog- 
matically oppose these ideas but seek ways 
to guide the new lines of thought so that 
the private system of medicine will still be 
attractive to the people of the country. 
There can be no question about your scien- 
tific progress. By your own accomplish- 
ments you have demonstrated greatness. 
The Blue Cross program in North Carolina 
offers you a program of medical economics 
and public relations, which are two vitally 
interesting problems of your society. You 
should consider all of this a challenge to 
your ingenuity and resourcefulness, and a 
great opportunity. The Hospital Saving As- 
sociation is anxious to serve you, but we do 
need your help. The future is in your hands! 





THE DOCTOR’S SOLUTION OF TWO 
MAJOR PROBLEMS CONFRONTING 
THE MEDICAL PROFESSION 


W. RANEY STANFORD, M.D., F.A.C.P. 
DURHAM 


It would scarcely be an exaggeration to 
say that medicine has made more progress 
in the last seventy-five years than in all time 
prior to this. In this seventy-five year period, 
disease after disease has met its master at 
the hands of an informed medical profes- 
sion. Typhoid fever, diphtheria, tetanus, 
pneumonia, tuberculosis, and many other 
diseases have been brought largely under 
control. In spite of this remarkable prog- 
ress, however, the medical profession is still 
very backward in certain phases of scien- 
tific medicine, and also in certain phases of 
the social aspects of medical practice. It is 
my purpose to discuss these two points in 
the order mentioned. 

While these tremendous strides , have 
been made in the treatment of physical ills, 
the profession as a whole has woefully neg- 
lected the field of psychiatry. It has been 
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called the ‘‘stepchild of medicine.’ The his- 
tory of psychiatry in North Carolina is not- 
able for the lack of ‘professional interest 
shown in this field. It was in 1848 that 
Dorothea Dix made her memorable cam- 
paign in North Carolina to get a mental hos- 
pital. In one of her talks before the legisla- 
ture at that time she said: “I come not to 
urge personal claims nor to seek individual 
benefits. I appear as the advocate of those 
who cannot plead their own cause. In the 
Providence of God, I am the voice of the 
maniac whose piercing cries come from the 
dreary dungeons of your jails—penetrate 
not to your halls of legislature. I am the 
hope of the poor crazed beings who pine in 
cells and stalls and cages of your poor- 
houses.”’ 

It would not be proper to belittle the 
state’s venture into the field of psychiatry ; 
for, because of the state’s interest in this 
field, North Carolina now has three great 
institutions and a great deal of physical 
equipment which, if properly handled and 
properly supplemented, will move North 
Carolina from its position of forty-fourth 
or forty-fifth in the care and treatment of 
mental patients up among the top-ranking 
states in the Union. Governor Broughton 
is taking a tremendous interest in these hos- 
pitals, and progress is being made. The 
North Carolina Hospitals Board of Control 
is doing everything in its power to correct 
the inadequacies of these institutions. This 
Board’s present concern is with the institu- 
tions which have already been established. 
The thing which should help this movement 
tremendously, however, is the psychiatric 
institute which is included in the Governor’s 
plan for a four-year medical school and a 
hospital at the University of North Caro- 
lina. This institute will probably have from 
75 to 100 beds. If it functions properly, it 
should act as a clearing house for these 
other institutions. For example, a person 
who becomes insane should, if at all possible, 
be sent to this central hospital located at 
Chapel Hill for careful diagnostic study. If 
it is indicated by this study, he should then 
be transferred to one of the other institu- 
tions, depending on his geographical location 
in the state and his race. This psychiatric 
institute will be thoroughly manned by 
trained psychiatrists who will not only teach 
but will also diagnose and. when necessary, 
treat these cases. In addition to teaching 
the medical students at the University of 
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North Carolina they should furnish post- 
graduate courses for the benefit of the doc- 
tors in North Carolina’s other mental hos- 
pitals. In addition to this, with the aid of 
the University psychologists and with the 
full cooperation of similar groups at Duke 
University and the Bowman Gray School of 
Medicine, there will be set up child guidance 
clinics and mental hygiene clinics all over 
the state. North Carolina has spent thous- 
ands of dollars for brick and mortar in the 
construction of its mental institutions. The 
time has come for her to see that the mental 
patient gets proper psychiatric treatment. 
Psychiatry is on the march. Psychosomatic 
medicine is going to be one of the great med- 
ical fields of the future. Our medical schools 
are now doing a better job of teaching psy- 
chiatry, and while not eVery doctor of the 
future will be a full-fledged psychiatrist, 
he will know more about the diagnosis and 
treatment of these mental conditions, and 
when he is not sufficiently equipped to treat 
these patients himself, he will know when 
and where to refer them. 


The next subject to be mentioned is one of 
the mistakes that the profession has made 
in the social aspects of medical care. Medi- 
cine has been confronted by a “bug-bear”’ 
which has frightened it almost since it be- 
came a profession, and that is the threat of 
“socialized” medicine. For years there have 
been certain long-haired men and _ short- 
haired women who have wanted to make 
over the medical profession and force it to 
become a servant of the state. Unfortunate- 
ly, the medical profession has reacted to 
this threat in a very foolish manner. It has 
resented it; it has been frightened by it; but 
it has done very little in a concrete way to 
prevent it. There may have been many rea- 
sons for this threat of socialized medicine, 
but probably the most important one is due 
to a fundamental fault of the medical pro- 
fession itself. While the, medical profession 
has done much in a haphazard way for the 
indigent patient, it has never approached 
the problem logically. It has never formed 
a plan which would take care of all these 
people. Socially-minded persons in many 
walks of life have recognized this failure of 
the medical profession, and this is why these 
lay groups have been threatening the medi- 
cal profession with socialized medicine. For 
years there has been the ever-present threat 
of national legislation to give us socialized 
medicine. There is now pending in Congress 
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the Wagner-Murray-Dingell bill. Every 
right-thinking person in America has real- 
ized for years that something should be done 
about the indigent patient problem, but the 
best minds of the medical profession have 
never felt that socialized medicine was the 
answer. There is something ennobling about 
the practice of free medicine which tends 
to bring out the best that is in a doctor. If 
the average doctor is put on a salary, he will, 
in a large percentage of the cases, make only 
a sorry hired man, because he will have for- 
feited many of the things which made him 
fine. 

Now, we come to the answer to this press- 
ing problem. Dr. Isaac Manning, Sr., of 
Chapel Hill, who has done so much construct- 
ive work in the medical profession in North 
Carolina, said in substance several years 
ago that hospitalization is the answer to the 
indigent patient problem. There is nothing 
new about this proposition. All over the 
state of North Carolina today, medicine is 
answering the indigent patient problem by 
hospital care, and in certain communities it 
is being thoroughly answered. It is doubtful 
that there is anyone in Durham, or Durham 
County, who suffers from lack of proper hos- 
pitalization. This is probably true also of 
Forsyth, Mecklenburg, Buncombe, and many 
other counties in North Carolina. However, 
this process has not been universal, and until 
it does become universal, we will continue to 
have the threat of socialized medicine. Gov- 
ernor Broughton is working toward such a 
universal system in the hospital plan he has 
for the state of North Carolina: a central 
unit at Chapel Hill and an adequate hospital 
for every community in North Carolina 
which needs one. There is no reason for the 
thinking doctor to call this plan socialized 
medicine. It is the same thing we have had 
all the time. The only difference is that we 
are giving this service to every community 
in North Carolina instead of to a select few. 
There is no reason for this plan to hurt any 
hospital in North Carolina, because if it is 
carried to a proper conclusion it will help 
every hospital in the state. There is no rea- 
son why any hospital in the state should not 
be a member of this hospital plan. The smal] 
hospitals at first will not be equipped to do 
every procedure in medicine and surgery. 
The brain surgery, the chest surgery, the 
difficult cases of abdominal surgery, and in 
some instances, all the surgery will be re- 
ferred to some better equipped hospital. 
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There is nothing new about this. For years 
we have been sending our most difficult cases 
out of the state to well known medical cen- 
ters. More recently the difficult cases have 
been sent to Duke and to Bowman Gray. 
They will continue to go to these places, and 
in addition, when the patients wish, they 
may go to the central hospital at Chapel Hill. 

The question of determining just who is 
the indigent patient will certainly arise. 
That will be decided by the family doctor, 
by welfare officers of the county from which 
these patients come, and finally by an ade- 
quately informed social service worker. It 
is not the province of this article to go into 
the financing of this plan except to say that 
the money will probably come from state 
funds, from county funds, and from any 
other legitimate source such as private do- 
nations and foundations. 

There are many other aspects of the serv- 
ice that this hospital plan will furnish to the 
state. Of course, it will be connected with 
the medical school at Chapel Hill and will 
make it possible for a four-year school to be 
set up there. This, in itself, will help tre- 
mendously in filling a marked deficit in doc- 
tors in North Carolina, because most of the 
students will be native North Carolinians 
and most of them will settle in North Caro- 
lina. Nurses, laboratory and x-ray techni- 
cians, and psychiatric case workers are just 
a few of the groups which will be trained 
in this institution. These will mean a great 
deal to the state of North Carolina. The 
thing I wish to stress in this article, how- 
ever, is that the doctors themselves now 
have an answer to the two great problems 
which have faced the medical profession for 
many years. At one stroke, we can improve 
the care of the mental patient and can solve, 
to a large extent, the indigent patient prob- 
lem in North Carolina. There may be doc- 
tors in North Carolina who will oppose this 
plan, but they should be few and far be- 
tween. Unless the medical profession solves 
the indigent patient problem, the laity is 
going to solve it for them. If this plan is 
worked out properly in North Carolina and 
is given the proper publicity there should 
eventually be forty-eight such institutions. 
When that time comes, we may forget about 
the threat of socialized medicine because it 
will be a thing of the past. We will let the 
state finance the hospitalization of the in- 
digent patient, and a free medical profession 
will treat him. 
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SUGGESTIONS FROM THE COMMITTEE 
ON HOSPITALS OF THE GOVERNOR’S 
COMMISSION 


Foreword 


The committee for the study of hospital 
plans in other states has submitted a factual 
report covering the studies conducted in 
Louisiana, Michigan and Iowa. At the re- 
quest of the chairman of the executive com- 
mittee this statement of suggestions for a 
plan in North Carolina is respectfully sub- 
mitted. 

The committee in considering its sugges- 
tions of a plan for the improvement of hos- 
pital facilities in North Carolina has of 
necessity had to deal with the general prob- 
lem of improved medical care and its distri- 
bution throughout the state. We have kept 
in mind from the beginning the paragraph 
from Governor Broughton’s recommenda- 
tions to the trustees of the State University 
which we have considered fundamental in 
the program: “The ultimate purpose of this 
program should be. that no person in North 
Carolina shall lack adequate care or medical 
treatment by reason of poverty or low in- 
come.” If such a goal is to be reached one 
must assume in the beginning that the plan 
adopted must be built on the theory and 
principle that the well and strong desire to 
help the sick and the weak. Likewise those 
more favored economically must not expect 
quite so large a return from such a plan as 
those less fortunate. However, every effort 
should be made to adopt a program which 
will benefit all classes of citizens and one 
that has as its goal the general improvement 
of civic health. 

We would like to stress the ultimate pur- 
pose of such a program—it is important to 
realize at the outset that there is no way 
that such a vast undertaking can material- 
ize and be made to bear fruit in a few 
months or years. 

The committee is of the opinion that edu- 
cation of a large proportion of our citizens 
in health matters is necessary in order that 
they may gain maximum benefit from exist- 
ing facilities, as well as those to be pro- 
vided. No system, however complete, can 
simply confer good health on a group of 
people. They must first be trained to use the 
means provided and acquire confidence in 
those administering the various facilities. 
Good health cannot be legislated any more 
than good morals. We have felt that purely 
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free service should be kept to a minimum. 
Those who are able to help themselves 
should be encouraged to do so. The respon- 
sibility for good health rests on the individ- 
ual. If because of physical or financial rea- 
sons he cannot provide for himself, the re- 
sponsibility should fall on his family. If the 
family cannot or will not care for him, his 
community—or county—should assume the 
responsibility. If the county because of eco- 
nomic circumstances or other reasons can- 
not provide the necessary means for his 
proper care, the state should through taxa- 
tion assume the necessary responsibility. 

The committee hopes that if this state 
adopts a comprehensive system of its own 
it will not be necessary or advisable to enter 
any health plans of the Federal Government 
that have at times been suggested. The state 
should be free, however, to accept direct 
Federal grants providing they do not carry 
with them an element of control. It would 
seem advisable to limit the use of tax money 
for personal health projects to state control, 
because in this way each state can arrange 
its own program, to correspond more close- 
ly with its own problems. The unit being 
smaller, the program can be worked more 
efficiently with little or no political manipu- 
lation. We therefore recommend “State 
Rights” in medical care. The suggestions 
herein presented do not, we think, conflict 
in any way with doctor-patient relationship 
as it exists today. It is felt that the medical 
profession will approve such a plan because 
of the additional means that will be placed 
at its disposal] in its efforts to render good 
medical care. Provision and equipment for 
hospitalization and medical education will be 
expensive in dollars and cents and to provide 
proper facilities considerable expenditures 
must be made. If such a program is under- 
taken there should be ample funds to secure 
the best in buildings and apparatus. If pos- 
sible, some method of maintenance that will 
provide a regular, uninterrupted source of 
income would be very desirable. Sickness 
will be more general in depression years and 
need for hospitalization will increase among 
our poorer citizens. It would seem unwise 
to expect the state hospital system to suffer 
the reduction in legislative appropriations 
that is usually practiced in such years. 


The Present Situation in North Carolina 


Reports from other committees of the gov- 
ernor’s commission show that there is a defi- 
nite deficiency of hospital beds in the state 
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as a whole, and that the existing hospital 
beds are poorly distributed as regards both 
the geographical location, and also accord- 
ing to race. North Carolina ranks low— 
third or fourth from the last—in the ratio 
of physicians to the population. This is not 
a war condition. Though very acute at pres- 
ent, it was a fact prior to 1940. North Caro- 
lina, however, is fortunate in that along with 
South Carolina it shares in the benefits of 
the Duke Foundation. This great benevo- 
lence has interested itself in the establish- 
ment of small hospitals and contributes one 
dollar per day per charity patient to the 
maintenance of all hospitals in the state. 
There appears to be no conflict in the work 
of this agency with that to be suggested for 
North Carolina. One can easily supplement 
the other since the object of the two is the 
same—the promotion of better health. 

The state of North Carolina has 
supported complete medical education for its 
citizens. It has not at any time contributed 
to medical research or to the training of any 
specialized type of medical workers. Aside 
from the work of the Health Department 
the state has never appropriated money for 
the general health of its citizens. The state 
of Virginia spends approximately $800,000 
per year in maintaining general hospitals 
and contributing to two medical schools. 
Iowa spends over $1,000,000 per year for 
general hospitalization of its indigents and 
citizens of low income and, in addition, al- 
most $500,000 per year in the conduct of a 
feur-year medical school. Louisiana with a 
per capita wealth far below that of North 
Carolina spends approximately $5,000,000 
per year on its system of charity general 
hospitals and in addition maintains a large 
medical school. The total expenditure of 
North Carolina for the maintenance of med- 
ical education, medica) research, and train- 
ing of medical workers is represented in the 
sum of less than $75,000 per year, which is 
appropriated to the two-year medical school 
at Chapel Hill. This is exclusive of a small 
appropriation to the Public Health School. 
The state makes no contribution to general 
hospitalization and aids in no way to make 
general medica) facilities available. 

Today thirty-four of the one hundred 
counties in North Carolina have no hospital 
beds within their boundari¢és. There are 
fifty-five counties without a hospital bed for 
Negroes. In the same areas there are in 
some sections as many as 5,000 persons per 
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doctor as against a national average of about 
800 persons. In the entire state at present 
there is approximately one doctor to 1,900 
persons and, prior to 1940, the ratio was one 
doctor to more than 1,600. It would seem 
obvious that there is a need for general im- 
provement in medical care in the state and 
that the problem may be analyzed as fol- 
lows: 

(1) Need of more doctors and allied med- 
ical workers. 

(2) More hospital beds. 

3) Better distribution of both hospitals 
and doctors. 

(4) Education of the public to seek and 
to utilize the facilities offered. 

(5) Financial support by the state of 
community-owned hospitals so that 
their services and general usefulness 
may be expanded. 

The committee wishes to offer the follow- 
ing suggestions which we think will in a 
large way fill the needs above mentioned. To 
the end that this plan, or any other plan that 
is adopted may function, it will be necessary 
for the state to set up a commission, board, 
council, or authority to administer it. This 
board could be composed of 15 members, ap- 
proximately one-third to be from the medi- 
cal profession. Several should be hospital 
authorities or executives, and the remainder 
divided among business men, lawyers, farm- 
ers and labor representatives. It would also 
be desirable to have the dental and nursing 
professions represented. In most states such 
boards are appointed by the governor and 
their terms staggered so as to have only a 
few appointed by any one governor. It 
should be wholly free from political influ- 
ence. The board should have an all-time sec- 
retary in the person of one who has had ex- 
perience in hospital and medical affairs. It 
would seem wise to have the medical mem- 
bers of the council nominated by the execu- 
tive committee of the State Medical Society 
and appointed by the Governor. They should 
represent various special fields of medical 
and surgical practice. 

(1) To fill the need for more doctors and 
allied workers. The shortage of doctors in 
the state is likely due to many reasons. 
North Carolina has never provided adequate 
medical education. Many of our young men 
go North for all or part of their medical 
preparation and do not return here for prac- 
tice. No state scholarships are offered and 
medical education is so expensive that large 
numbers of our best young men do not have 
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the means to enter the profession. Duke Uni- 
versity Medical School, a very high grade 
institution, accepts students from the entire 
country and during its existence of fourteen 
years only a small percentage of its gradu- 
ates have settled in North Carolina—only 
10-12 per cent. The Bowman Gray School 
of Medicine of Wake Forest College is doing 
a great work in producing doctors for this 
and surrounding states, but it does not, and 
probably will not, take as its principal duty 
the production of doctors for North Caro- 
lina. Both of these institutions, being en- 
dowed schools with church affiliation, as val- 
uable as they are to the state, can hardly be 
expected to take over the duty of providing 
medical education sufficient for the needs of 
North Carolina. 

It is proposed, therefore, that the state 
establish a high grade four-year medical 
school and teaching hospital on the campus 
of the University at Chapel Hill. The details 
of the Medical School proposal are being re- 
ported by another committee, so comments 
here will be confined to the hospital which, 
in our opinion, will serve three main pur- 
poses : 

(1) To provide teaching and _ research 
material for the medical school. 

(2) To serve the citizens of the state who 
may be admitted there for diagnosis and 
treatment, especially of complicated and un- 
usual illnesses. 

(3) To promote general hospitalization 
and to provide professional consultation and 
professional personnel for the small hospi- 
tals to be mentioned later. 


Size, Equipment, and Type of Patients 


There are numerous details to be consid- 
ered in planning such a hospital, all of which 
will have to be carefully considered by the 
hospital council above proposed. In our 
opinion the institution should comprise from 
600 to 800 beds, depending upon the number 
of various types of patients for whom it 
might seem advisable to provide. Four hun- 
dred ward beds would seem a minimum for 
general hospital teaching cases. A psychi- 
atric department of from 75 to 100 addi- 
tional beds should be provided for the study 
of mental disturbances in their early stages. 
The state at present makes no provision for 
such cases. Probably 100 beds should be 
added for special cases of tuberculosis, es- 
pecially those requiring surgery. A number 
of private rooms will be necessary to accom- 
modate patients who will demand such serv- 
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ice. Ultimately, over the years, it may be 
advisable to provide an additional hospital 
devoted to the care of chronically sick chil- 
dren, such as those with incurable heart dis- 
ease, nervous diseases and other disorders 
producing permanent or semi-permanent in- 
validism among children. 

The equipment of this institution should 
be complete in every detail. Since it is to be 
the central unit of the system it should pro- 
vide facilities of every kind for the diagno- 
sis and treatment of disease. 

The resources of the hospital should be 
available to all citizens of the state. It should 
not be confined to service to indigent cases, 
although ample accommodations should be 
had for all such patients from any section of 
the state. A proportion of the beds, determ- 
ined after study by the hospital council, 
should be arranged in wards for Negro pa- 
tients, and the percentage should not neces- 
sarily be based on the ratio of the colored 
to the white population. The need of medical 
services may be found, upon study, to be 
greater among Negroes than among the 
white population. 


Maintenance 


The state should assume full responsibility 
for the upkeep of the hospital. While a cer- 
tain proportion of the patients will be in- 
digent and unable to pay, many cases will 
be able to meet all or part of their costs. Full 
private patients will pay at rates above cost 
of operation. In our opinion all patients 
should pay according to their ability to do 
so. The hospital will maintain a social serv- 
ice department whose duty it will be to de- 
termine the financial status of each patient. 
‘ Information may be secured from the physi- 
cian referring the patient, as well as from 
the patient’s county welfare officer. It is 
difficult or impossible to determine by any 
particular formula a patient’s ability or in- 
ability to pay for medical or hospital serv- 
ice. The weekly income is not a sufficient 
criterion. His age, type of illness, size of 
family, his obligations, health conditions of 
other members of the family, all have defi- 
nite bearing on the subject. Prolonged or 
repeated illness in a family of moderate 
means may produce acute economic distress 
that will require years to overcome. Full 
facts and proper understanding of each in- 
dividual case must be arrived at by a com- 
petent and earnest social service worker. The 
problem is that of an individual and must be 
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treated as such. A considerable amount of 
income will accrue from payments by pa- 
tients; the percentage of this to the total ex- 
pense will necessarily depend upon the num- 
ber of private cases admitted. The percent- 
age of private cases to be provided for 
should be definitely determined and _ speci- 
fied and not exceeded. It should be kept in 
mind that the institution is primarily in- 
tended for those of low income and should 
not be monopolized by private cases for the 
sake of the income that might accrue there- 
from. Safeguards should be erected and 
rigidly maintained against open or covered 
competition with other hospitals. All pa- 
tients admitted should be recommended by 
letter of a licensed physician. In this way 
cooperation of the medical profession will 
be fostered, without which much usefulness 
of the institution will be lost. 


Location and Transportation 


In recommending the campus of the State 
University at Chapel Hill for the location of 
this hospital the committee feels that there 
it can be of greatest service. It must be in 
close association with the medical school. 
Our investigations lead to the conclusion 
that the medical school should be on the Uni- 
versity campus. We do not think that close 
proximity to Duke Hospital will be a handi- 
cap for either institution. Transportation 
of patients has not, in our investigations, 
proved to be troublesome to institutions lo- 
cated in small communities. The highway 
system of this state seems well adapted to 
the quick movement of patients from all sec- 
tions. If found advisable, a system of am- 
bulances, similar to that operated by the 
state of lowa, may be used. We found many 
advantages in such a system and it was 
shown that in Iowa the plan worked to the 
entire satisfaction of officials there. Rail- 
road service is not particularly adapted to 
rapid movement of sick persons. Looking 
into the future, it is quite possible that in a 
few years air transport will be much more 
widely used for this purpose, and if so, the 
Jarge new airport at Chapel Hill will likely 
be more accessible to such a hospital than 
any of the municipal airports could be if the 
hospital were located in a larger community. 

We have been impressed by the atmos- 
phere of university hospitals located on uni- 
versity campuses in contrast to that of some 
equally large and-well equipped institutions 
in other communities. 
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Service to Medical Profession 
and Counties 


The purpose of such an institution should 
be to serve the people of North Carolina in 
every way possible. The medical profession 
could look to it for help in several ways. 
Assistance in the solution of problems aris- 
ing in everyday practice may be given by 
the staff of such a hospital. Post-graduate 
or “brush up” courses could be given on reg- 
ular schedules to enable the physicians in 
the state to keep abreast of current medical 
teaching. 

As before mentioned, this hospital would 
serve in a consulting and-advisory capacity 
to all other local area institutions in the 
state. Since its resources will be greater 
than any of the community institutions, it 
could serve in many ways to facilitate their 


service. 


The Staff 


It is proposed that the medical or profes- 
sional staff of such a hospital be composed 
of the teaching staff of the medical school. 
The salaries of these doctors would be paid 
by the medical school. They, in certain in- 
stances, may be allowed to charge private 
patients for services rendered but the exact 
arrangement of fees and services would have 
to be fixed by the medical school authorities. 
At any rate, the state would be put to no ex- 
pense in providing professional care for any 
class of patients admitted to the hospital. 
Since it would be a teaching staff, it should 
be complete with specialists in all branches 
of medicine. Every effort should be expended 
to secure outstanding men in the various 
fields, and the medical school will have to be 
prepared to pay salaries proportionate to 
their eminence. 

Training of Personnel 


A hospital with the capacity suggested 
could be used for training—in addition to 
medical students — nurses, technicians of 
various kinds—x-ray, laboratory, and spe- 
cial assistants for physicians, dietitians and 
nursing administrators. Hospital executives 
to act as superintendents of smal] hospitals 
may be produced in such a hospital. A school 
of social service would likely be instituted 
to produce these workers, a shortage of 
which has been known in the state for many 
years. There is also undoubtedly a shortage 
of dentists in the state, though this commit- 
tee has not specifically investigated this 
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matter. It is suggested that careful thought 
be given to the feasibility of providing train- 
ing in dentistry. 

(2) To provide more hospital beds, to 
better distribute hospital beds and physi- 
cians, and to promote wider education of 
the public in health matters. 

The erection and maintenance of the above 
discussed general hospital would add to the 
existing hospital beds in the state; but since 
several thousand beds will be needed to bring 
the state up to at least the national] average, 
many more beds, widely distributed, are 
needed. A survey made by the Duke Endow- 
ment shows that the greatest need for addi- 
tional hospitalization facilities in this state 
is in the rural areas. Here, too, the shortage 
of physicians is most acute. This is a_nat- 
ural occurrence. The modern young physi- 
cian is “hospital trained”; his training has 
been in the use of scientific equipment and 
devices found only in hospitals. To care for 
his patient properly he must have access to 
some form of institution furnishing the 
necessary diagnostic aid. A survey of a map 
showing the distribution of doctors and hos- 
pital beds in the state convinces one at once 
that doctors locate close to hospitals. We, 
therefore, suggest that in order to distribute 
medical care more widely, the state aid in 
the establishment of community hospitals 
throughout the state. This we think will aid 
more than anything else to increase the num- 
ber of doctors in the state. 


General Plan 


The suggested hospital commission or 
council should have at its disposal certain 
funds to aid local areas without hospitals, or 
those with inadequate hospitals, to create 
such institutions, or to add to the existing 
facilities. These hospitals should be con- 
trolled locally by boards of directors com- 
posed of prominent and public spirited citi- 
zens of the communities. Local control 
ownership and responsibility will assure lo- 
cal interest. The state could supplement lo- 
cal funds for construction and equipment so 
that in the end any area or groups of com- 
munities, by showing the proper initiative, 
could secure state aid in the creation of a 
hospital. The proportion of such costs to be 
furnished by the state should b: at the dis- 
cretion of the hospital council in accordance 
with local needs and resources, and in ac- 
cordance with the principle of the strong 
helping the weak. The operation and main. 
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tenance of such a hospital would be a local 
area responsibility under certain require- 
ments laid down by the state hospital coun- 
cil. To aid in the upkeep of such institutions 
and all other county or municipally con- 
trolled hospitals in the state it is proposed 
that the state, under the direction of the 
state hospital council, appropriate $1.00 per 
day for each indigent patient treated in any 
hospital in the state. This amount of finan- 
cial aid to the hospitals will enable all of 
them to increase their services and possibly 
to reduce rates to persons of lower income 
groups. In this way all citizens will benefit 
from better hospital service in all of the in- 
stitutions of the state. The Duke Endow- 
ment at present makes such a donation and 
this, together with the state appropriation, 
would give to all hospitals treating indigent 
cases $2.00 per patient per day, for such 
cases—the counties or municipalities making 
up the remainder of the patient’s daily cost. 
Per diem hospital costs in the state today 
range roughly from $3.50 to $6.00, depend- 
ing upon the type of service rendered by the 
hospital. 

By contributing to the construction of, or 
additions to, hospitals and to the mainten- 
ance of same, the state would be going a 
long way towards providing better medical 
care. 


The Small Rural Hospital 


It is certain that the state council will find 
that the greatest need for new hospital. con- 
struction will be in rural areas. Depending 
upon the population, hospitals of from 20 to 
50 beds, equipped with modest diagnostic 
facilities and staffed by local doctors with 
consultative service from the _ university 
hospital or nearby large hospitals, particu- 
larly in x-ray and laboratory branches, 
would likely meet the requirements. Cooper- 
ation of the university hospital in furnish- 
ing administrative help as well as giving 
regular courses or demonstration to the vro- 
fessional personnel would be of much value 
to these small institutions. In most instances 
a few additional doctors in the community 
would be required. Each doctor in good 
standing in his local medical society may 
have privileges to practice in the hospital 
under rules laid down by local board of di- 
rectors. It is possible that arrangements for 
offices for the doctors could be made in or 
adjoining the hospital. In such an institu- 
tion x-ray and laboratory facilities could be 
had and patients treated for possibly 75 per 
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cent of ordinary illness. Surgery may be 
done, depending on the size and competence 
of the staff to perform such work. It would 
be very desirable for complete dental serv- 
ices to be available. Lack of adequate dental 
care especially in rural areas has been amply 
demonstrated. Arrangements could be made 
for transportation of patients to larger near- 
by hospitals or to the university hospital 
who could not be properly cared for locally. 
A wing for Negro patients should be pro- 
vided, its size depending upon local needs. 
Consultation and technical aid from the cen- 
tral teaching hospital would be available to 
augment the work of the local staff. Such 
an institution, though small, would enable 
local doctors to diagnose diseases and treat 
their patients more intelligently and would 
act as a center of activity devoted to the 
promotion of public health. Educationally 
it could be of much value—from it visiting 
nurses, school nurses, and various other pub- 
lic health activities could operate. All classes 
of patients would be treated—the indigent 
provided for as above discussed and those 
able to pay would do so according to their 
ability. If the doctors’ offices were located 
in or near a center and patients trained to 
come to them, many more could be treated 
at less expense than at present when so much 
of the doctor’s time is consumed in travel to 
the patient’s home where little can be done 
by the doctor except treatment usually of a 
palliative nature. 

We feel that the construction and main- 
tenance, over the years, of many such small 
or moderate sized institutions will carry 
medical care and education on_ personal 
health most effectively to most people of 
the state. In our opinion, poor distribution 
of medical facilities and ignorance on the 
part of the public regarding health matters 
are often more responsible for lack of medi- 
cal care than is economic distress. We real- 
ize that low family income, particularly in 
our rural areas, is a large factor making for 
poor medical care. Further study of hospi- 
tal insurance plans and locally controlled 
pre-payment plans for medical care should 
be conducted. It seems certain that through 
these agencies eventually most people may 
be reached. Since all hospitals are now so 
crowded it would seem wise to provide as 
many hospital beds as possible and gradual- 
ly extend insurance plans as more beds be- 
come available. In our opinion the state © 
should confine its aid to providing facilities 
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for diagnosis and hospitalization at this time 
and leave to the medical profession and to 
the communities or special groups of citi- 
zens the working out of plans for payment 
for medical care. 


W. M. COPPRIDGE, M.D., Chairman 





REPORT OF THE COMMITTEE ON THE 
FOUR-YEAR MEDICAL SCHOOL AND 
HOSPITAL FACILITIES FOR THE 
UNIVERSITY OF THE GOVERNOR’S 
COMMISSION 


Summary and Recommendations 


The Committee on the Four Year Medical 
School and Hospital Facilities for the Uni- 
versity has, through two sub-committees, 
made a careful study of the number and dis- 
tribution of medical personnel in the state 
and of representative state supported 
schools of medicine in the Middle West and 
the South. In addition, it has had access to 
the findings and reports of a previous Com- 
mission making a somewhat similar study 
in 1937. 


The findings of this Committee and of 
other Committees of this Commission show 
clearly the need for more medical personnel 
of all types — physicians, nurses, public 
health nurses, physicians in public health, 
medical technicians, health educators, phy- 
siotherapists, and hospital administrators— 
for the state as a whole and especially for 
the less populous rural and small town com- 
munities. It is estimated that there is a need 
now for 1500 additional physicians, well dis- 
tributed, in the state in order to lower our 
physician-population ratio to 1/1000, gen- 
erally considered desirable for the mainten- 
‘ ance of the proper safeguards for the health 
of the population. 

In a study of this problem by a sub-com- 
mittee of the Committee on Rural Hospitals 
and Rural Medical Care, it is stated by Dr. 
W. C. Davison” that 76 new physicians 
started practice in North Carolina each year 
for the period 1936-1942 inclusive, and that 
at least 75 more physicians are necessary 
each year to reach the desired physician- 
population ratio in a period of fifteen years. 
In order to insure this increased number of 
new physicians each year, there is a need 
for from 87 to 132 additional North Carolina 


1. During period 1936-42 fifty-six physicians died annually. 
According to Dr. W. D. James, Secretary State Board 
Medical Examiners 1938-44, eighty or more physicians are 
necessary each year to replace losses in profession from 


all causes. 
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medical students annually, depending on the 
proportion eventually practicing in the state. 

North Carolina is faced with two alterna- 
tives in securing an adequate number of 
physicians and other medical personnel: (1) 
To provide means and facilities for training 
its own residents who desire to study medi- 
cine; or, (2) to attempt to import physi- 
cians from without the state. The Committee 
feels that the first alternative is a sounder 
and wiser policy. To quote Dr. W. C. Davi- 
son, “The South will not get its physicians 
by migration. The students should be South- 
ern, and to get country doctors it must be 
possible for students from the rural counties 
to study medicine.” 

It is true that the economic factor and 
hospital facilities play important roles in the 
number and distribution of physicians in 
any state. It is also true that because of 
these factors and that of climate some states 
in which there are no medical schools have 
a better physician-population ratio than 
North Carolina; yet, in general’, “loca! 
medical schools have an important influence 
on the number of graduates who practice in 
the community and state,” and those states 
in which there are greater facilities for med- 
ical training have more medical personnel 
available to serve the population. 

The two excellent privately endowed four 
year medical schools in North Carolina are 
rendering a great service in medical educa- 
tion. The Duke University School, graduat- 
ing doctors for approximately twelve years, 
has admitted annually only about 25 per cent 
of each class from state residents—15 to 23 
students. The remaining 75 per cent of its 
students, because of its excellent national 
reputation, come from many states. Accord- 
ing to the records of the State Board of 
Medical Examiners for the past five years, 
an average of 15 graduates of the Duke Med- 
ical School were annually licensed to prac- 
tice in North Carolina. 


Wake Forest College has for many years 
shared with the University of North Caro- 
lina the major responsibility for training 
North Carolina residents in medicine. Its 
expanded four-year school in Winston- 
Salem, the Bowman Gray School of Medi- 
cine, has just graduated its second class. 
During the five years ending in 1943 an av- 
erage of 20 physicians annually who had 
taken their first two years at Wake Forest 


2. Dr W. .C. Med. Colleges, 
March, 1943. 


Davison, Journal Assoc. Am. 














552 NORTH CAROLINA 
were licensed to practice in North Carolina. 
In the future it is reasonable to expect that 
this number will be at least doubled. 

The state is greatly indebted to these two 
institutions and justly proud of their accom- 
plishments. As endowed schools of medicine 
they have other affiliations and responsibili- 
ties and cannot be expected to have as their 
primary concern the training of medical per- 
sonnel for the state. 

This Committee feels very strongly that 
there is an obligation and an opportunity 
for the State to provide facilities for pro- 
fessional education for its citizens in all 
branches of medicine, as it does in law, phar- 
macy, various types of engineering, business, 
agriculture and teaching. There is ample 
precedent in the state for the development 
of professional training in endowed and 
state supported institutions in the face of 
demonstrated need. The presence of three 
law schools at Duke, Wake Forest and the 
University has been of great value to each 
other, the legal profession and the state. The 
two engineering schools at State College and 
at Duke are mutually helpful to each other 
and the state. 

Because of the urgent need for training 
more North Carolina men and women in all 
branches of medicine, it is recommended 
that the state provide adequate financial re- 
sources to expand the present two year Med- 
ical School of the University which, with the 
School of Public Health, would serve as a 
foundation for developing a State University 
Center for Medical Education in its broad 
sense. The two year school at the University 
has been for over fifty years the largest 
single source of supply for physicians in the 
state, educating in part approximately one- 
fourth of the total. 

Such a development, in cooperation with 
and supplementing the two endowed medical 
schools, would, in a short time, begin to sup- 
ply the state with the necessary well trained 
medical personnel, provided (A) at the same 
time the program for expansion and better 
distribution of hospital and diagnostic facil- 
ities goes forward; and (B) means are made 
available through loan funds or scholarships 
to aid worthy students from rural areas and 
small communities to finance their medical 
training. 

Not only is a medical center on a State 
university basis necessary to increase the 
production of doctors and other medical 
workers, but its influence in maintaining and 
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elevating the standards of medical and hos- 
pital service is equally as valuable in a pro- 
gram designed to give better medical care 
to the people of North Carolina. It would 
supplement the efforts of the other two 
schools in this field and make available con- 
sultation services in the medical specialties 
and more technical branches such as x-ray, 
pathology and general laboratory for physi- 
cians and hospitals in the smaller and more 
medically isolated communities. It would 
offer a continuous program of postgraduate 
training for practicing physicians in the 
community hospitals and at the center. It is 
believed that the tangible returns on these 
two services alone in terms of elevating the 
quality of medical care throughout the state 
would more than compensate for the cost of 
operation. 

In the light of the facts herein set forth 
and on the advice of competent medical edu- 
cators, the Committee submits the following 
recommendations: 

1. That the present two year School of 
Medicine at the University of North Caro- 
lina be expanded into a standard four year 
medical school. 

2. That the completed school and hospital 
facilities be located on the University cam- 
pus at Chapel Hill. 

3. That a hospital of approximately 600 
beds be built to provide clinical facilities for 
teaching and to aid in serving the hospital 
and general health needs of the state. It is 
the feeling of the Committee that there 
should be facilities for both white and col- 
ored patients. In addition to the general 
hospital ward beds, such an_ institution 
should have: 

a. A moderate number of rooms for pri- 

vate patients; 

b. facilities for psychiatric patients, both 

bed and ambulatory; 

c. facilities for a limited number of tu- 

berculosis cases, surgical and medical; 

d. facilities for a large dispensary or out- 

patient department. 

We recommend the following distribution 
of beds: 400 general ward beds; 60 beds for 
nsychiatry; 60 beds for tuberculosis; and 
70-80 beds for private patients. 

4. That at a state university it would be 
a wise policy to provide the major part of 
income for the clinical staff from salary 
rather than from private practice. 

5. That every facility and encouragement 
for postgraduate training for practicing 
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physicians in the state be provided both 
through intra and extra-mural courses of 
clinics and lectures. 

6. That a School of Nursing be estab- 
lished and that every effort should be made 
through cooperation with the Woman’s Col- 
lege to encourage more adequate profes- 
sional education for students of nursing. A 
program of cooperation between the Univer- 
sity School of Nursing and the nursing 
training schools in the smaller hospitals in 
the state should be carefully studied with 
the view of aiding in the elevation of the 
standards of nursing education in the state. 

7. The University has the only School of 
Pharmacy in the state. Its present physical 
facilities are inadequate for the increasing 
demand in its undergraduate program and 
in the development of postgraduate training. 
The importance of the pharmacists in any 
medical service program and the need for 
the expansion of the Pharmacy School is 
recognized. The Committee, having heard 
the proposals of the committee from the 
Pharmaceutical Association, is wholeheart- 
edly in favor of facilities for medica] and 
pharmaceutical education at the University. 

8. The shortage of dentists is acute in this 
state and facilities are urgently needed for 
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training more personnel in this field. The 
Committee recommends that a study of this 
problem be continued and that the possi- 
bility of establishing a dental school in the 
future should be given careful consideration. 
9. The Committee recognizes the need for 
more well trained Negro physicians in North 
Carolina and in the South and feels that an 
opportunity should be provided for more 
qualified Negro citizens to study medicine 
end dentistry. Careful thought has been 
given to possible ways of providing educa- 
tional facilities in medicine for the Negro 
race. The Committee recommends that the 
State of North Carolina join with neighbor- 
ing Southern states in exploring the possi- 
bility of developing a regional medical center 
for the education of Negroes. 
Respectfully submitted, 
PAUL P. McCAIN, M.D., Chairman 


HUBERT B. HAywoop, M.D., Chair- 
man of Sub-Committee on the Num- 
ber and Distribution of Doctors im 
North Carolina. 


W. R. BERRYHILL, M.D., Chairman 
of Sub-Committee To Visit State 
University Schools of Medicine. 


THUMBNAIL SKETCHES OF EMINENT PHYSICIANS 
JOSIAH C. TRENT, M.D., Editor 
DURHAM 


XI 


SURGICAL ANESTHESIA— AN 
AMERICAN DISCOVERY 


The one-hundredth anniversary of the dis- 
covery of ether anesthesia is rapidly ap- 
proaching, bringing with it the ghosts of 
old controversies which arise again to haunt 
us. Who was the true discoverer of painless 
surgery? Although today we can consider 
the question a little more objectively 
than contemporaries of the discovery found 
it possible to do, there are still those 
who allow prejudice to color their thinking. 
During the past century the “ether contro- 
versy” has involved Presidents of the United 
States, Congress, the United States Army, 
learned scientific bodies, medical societies, 
courts of law, and numerous influential in- 
dividuals. Tragedy and ill luck dogged the 
footsteps of the principal actors in the 
drama, and one of the most glorious achieve- 
ments of mankind resulted in a_ sordid 


muddle. Man again proved that he is mortal 
and not divine. The story is briefly as fol- 
lows. 

Painless surgery, a chimera for centuries, 
was first made possible by the introduction 
of ether anesthesia in 1846 by William 
Thomas Green Morton, a Boston dentist. 
Morton, after preliminary experiments and 
trials, first administered ether publicly to a 
patient on October 16, 1946, in the amphi- 
theater of the Massachusetts Genera] Hos- 
vital, while Dr. John Collins Warren pain- 
lessly removed a tumor of the jaw. This, the 
first public demonstration of anesthesia, 
was reported by Henry Jacob Bigelow in the 
Boston Medical and Suraical Journal for 
November 18, 1846 (fig. 1). Following this 
initial report the practice spread quickly. 
Morton then attempted to patent his dis- 
covery—a procedure not unusual for den- 
tists of the time—and encountered endless 
difficulty. He died in 1868 of apoplexy, 
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[Reprinted from] 
THE 
BOSTON MEDICAL AND SURGICAL JOURNAL. 
Vor. XXXV. Wanxespay, Novewsen 18, 1846. No. 16. 
INSENSIBILITY DURING SURGICAL. OPERATIONS 


PRODUCED BY INHALATION. 


Read before the Boston Society of Medical Improvement, Nov. 9th, 1846, an abstract having 
been previously read before the American Academy of Arts and Sciences, 
Nov. 3d, 1846, 


Br Henry Jacos Bicrrow, M.D., 
Ons oF rae Scnosons or rae Massacucssrrs Guxunat Hosrrts:. 


(Communteaied for the Boston Medical and Surgical Journal.} 
Ir has long been an important problem in medical science to devise 


some method of mitigating the pain of surgical operations. An effi- 
cient agent for this purpose has at length been discovered. <A patient 
has been rendered completely insensible during an amputation of the 
thigh, regaining consciousness after a short interval. Other severe 
operations have been performed without the knowledge of the patients. 
So remarkable an occurrence will, it is believed, render the following 
details relating to the history and character of the process, not 


uninteresting. 
On the 16th of Oct., 1846, an operation was performed at the 


hospital, upon a patient who had inhaled a preparation administered 
by Dr. Morton, a dentist of this city, with the alleged intention of 
producing insensibility to pain. Dr. Morton was understood to have 
extracted teeth under similar circumstances, without the knowledge 
of the patient. The present operation was performed by Dr. Warren, 
and though comparatively slight, involved an incision near the lower 
jaw of some inches in extent. During the operation the patient 
muttered, as in a semi-conscious state, and afterwards stated that the 
pain was considerable, though mitigated ; in his own words, as though 
the skin had been scratched with a hoe. There was, probably, in 
this instance, some defect in the process of inhalation, for on tho fol- 
lowing day the vapor was administered to another patient with 
complete success. A fatty tumor of considerable size was removed, 
by Dr. Hayward, from the arm of a woman near the deltoid muscle. 
The operation lasted four or five minutes, daring which time the 
patient betrayed occasional marks of uneasiness; but upon subse- 
quently regaining her consciousness, professed not only to have felt 
no pain, but to have been insensible to surrounding objects, to have 


Fig. 1. The first printed document relating to 
modern surgical anesthesia. Bigelow’s report 
of Dr. Warren’s case in which Morton adminis- 
tered ether—the first successful public demon- 
stration of anesthesia (Editor’s collection). 


brought on by the bitterness of the contro- 
versy. 

After the successful demonstration of 
ether anesthesia, Horace Wells, a Hartford 
dentist and Morton’s former partner, at- 
tempted to establish his claim as the dis- 
coverer of the principle of painless surgery 
by virtue of his use of nitrous oxide in 1844 
to anesthetize patients for tooth extraction. 
He failed to do so, and later ended his own 
life. 

Dr. Charles T. Jackson, an international- 
ly known Boston chemist and one of Mor- 
ton’s former teachers, claimed credit (be- 
cause he had once given Morton advice con- 
cerning the properties of ether) for the dis- 
covery of anesthesia, just as he had previ- 
ously claimed credit for the invention of the 
telegraph and of guncotton. His consuming 
hatred, avarice and jealously finally robbed 
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him of his reason; he spent his last years in 
an institution for the insane. 

Dr. Crawford W. Long, a general] practi- 
tioner of Jefferson, Georgia, first published 
his claim to the discovery in December, 1849, 
when in the Southern Medical and Surgical 
Journal he presented proof that he had used 
ether for surgical anesthesia on March 30, 
1842, four years before Morton. Although 
no one denied that he had preceded Morton 
in his use of ether in surgical operations, he 
was never recognized as the discoverer of 
anesthesia. He died a disappointed, embit- 
tered man. 

The details of the ether controversy need 
not concern us here The claims and counter- 
claims, charges and counter-charges have 
consumed thousands of words and tons of 
paper. A hundred years have failed to see 
an end to the squabble, and even now a spark 
can rekindle the fire. An angry medical 
profession has tended to reject Morton, the 
mercenary dentist, for Long, the retiring, 
modest general practitioner. However, Mor- 
ton’s claims have stood firm through the 
years, and although Long is recognized as 
the first to use ether, Morton is the true dis- 
coverer. 

As in so many medical discoveries 
(Stern has collected some hundred and 
fifty), the discovery of anesthesia was made 
almost simultaneously by several workers. 
As frequently happens, the principal actors 
became embroiled in petty quarrels over 
priority, unable and unwilling to accept the 
broader view. This extraordinary contro- 
versy, according to Osler”, “illustrates the 
absence of true historical perspective and a 
failure to realize just what priority means 
in the case of a great discovery. ‘In Science 
the credit goes to the man who convinces the 
world, not to the man to whom the idea first 
occurs.’ Although Long first used ether, it 
was Morton who convinced the world; the 
credit is his.” 

The discovery of anesthesia is purely 
American, and for that reason alone we can 
be justly proud. The ether drama itself, 
however, is inadequate and disappointing. 
The stage is well set and the house full, but 
the actors fail in their parts and the audi- 
ence does not applaud. 

J.C.T. 


1, Stern, Bernhard J.: Social Factors in Medica] Progress, 
New York, Columbia University Press, 1927. 

2. Osler, Sir William: The First Printed Documents Relating 
to Modern Surgical Anesthesia, Ann, Med, Hist. 1:329-332 
(Winter) 1917. 
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GOVERNOR BROUGHTON’S 
PROPOSALS 


In this issue of the JOURNAL are published 
the reports of the Hospital Committee and 
of the Committee on the Four-Year Medical 
School of the Governor’s Commission. The 
minutes of the joint meeting at which these 
‘ reports were approved by the Executive 
Committee and the Committee to advise with 
the Governor’s Commission are published on 
page 568. 

When the State Society meeting was held 
at Pinehurst in May, the Commission ap- 
pointed to study the Governor’s proposals 
and to formulate recommendations had bare- 
ly done more than organize. Since then a 
vast amount of thought and study have gone 
into the reports of the Hospital Committee, 
headed by Dr. W. M. Coppridge, and of the 
Committee on the Four-Year Medical School, 
of which Dr. Paul McCain is chairman. They 
present in concrete form the composite judg- 
ment of the Governor’s Commission, and are 
now available for the entire membership of 
the society to read and ponder over. 
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It is hoped that every North Carolina doc- 
tor, at home or abroad, will read these re- 
ports most carefully. It is also hoped that 
every North Carolina doctor will read the 
President’s Message on page 566 of this is- 
sue, and will note particularly the last para- 
graph. Here President Whitaker suggests 
“that each local county society meet at the 
earliest possible date for a full and frank 
discussion of the report of the full Commis- 
sion, in order that they may in the accepted 
democratic manner register their approval 
or disapproval of the program,” and that 
each county society secretary “write every 
member in service a letter calling attention 
to the report in this issue of the JOURNAL 
and asking him to send in his vote by mail 
as soon as possible.” 

The proposed program will influence so 
greatly the future of North Carolina medi- 
cine that the whole-hearted support of at 
least a substantial majority of the doctors 
of North Carolina, whether these doctors 
are now in civilian practice or are in service, 
should be assured before the bill is pre- 
sented to the legislature. It is to be hoped 
that the secretary of each county society will 
do his best to carry out President Whitaker’s 
suggestion that the information about the 
report of the Commission be passed along 
to the members in foreign service, as well as 
to those who are serving in this country. 
Along with this information should go the 
request that the recipient send in his ballot 
at once, to be counted along with those of the 
other members of the society. We know, 
from the open letter by the members of the 
38th Evacuation Hospital published in the 
September issue of the JOURNAL, and from a 
number of personal letters received since 
then, that some of our colleagues in service 
are not satisfied with the proposals, and feel 
that action should be deferred until they 
have a chance to be heard. 

None of us want to see the Governor’s pro- 
posals materialize unless they are best for 
the future of the state. Let us hope that 
after a careful reading of the reports in this 
issue, and of Dr. Poe’s report as chairman 
of the Commission, published in the state 
papers on October 15, our component county 
societies will act on our president’s sugges- 
tion and register their opinions with Secre- 
tary McMillan. The necessary delay will be 
amply justified by the satisfaction of know- 
ing that the matter has been settled in a 
truly democratic manner, and that our men 
in service have had a voice in the decision. 
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ACCELERATION OF PRIMARY 
EDUCATION 

As a result of the war the education of 
all medical pre-medical students has 
been accelerated. One of the chief post-war 
problems confronting medical educators is 
whether to continue acceleration of medical 
training by an all-year-round teaching pro- 
gram, or whether to go back to the plan 
formerly used by most schools of giving a 
summer vacation. Compromise plans have 
been offered whereby a student might make 
the choice himself. 

The purpose of this editorial is not to dis- 
cuss the problem of accelerating medical 
education. It is rather to call attention to 
a waste of one to three years at the other 
end of the education of prospective medical 
students. Any parent who has watched the 
progress of his offspring through the pri- 
mary grades must, if he has taken rea] in- 


and 


terest in their training, have been impressed 
with the appalling waste of time in the first 
three or four grades. Some years ago a 6 
year child faced with several 
months’ bedrest because of a prolonged ill- 
ness. Fortunately the parents were able to 
afford for her the services of a primary 
grade teacher. This teacher devoted one hour 
a day or less, during the school year, to 
teaching the youngster. At the end of a year 
the parents were surprised to find that the 
child had covered, with no effort, all the 
work required in the first two grades of our 
public school. She entered the third grade 


old was 


the next year, kept up easily with her 
classes, and is now making a good record in 
college. 


In another instance a mother elected to 
teach her first child, rather than send her 
to the public school. With thirty to forty- 
five minutes’ instruction a day during the 
regular school session, this child was well 
prepared in two years to enter the fourth 
grade, and had no trouble at all in keeping 
up with her class. 

Although both these children were prob- 
ably a little better than the average in men- 
tal equipment, neither one was in the 
genius class. It is recognized that the indi- 
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vidual instruction given each of these chil- 
dren made possible more intensive training 
than can be given in the crowded lower 
grades of our public schools now. These 
cases, however, give evidence that most of 
the time spent by reasonably well endowed 
children in the lower grades is actually 
wasted. Furthermore, while travelling at 
such a slow rate of speed, the child cultivates 
slovenly habits of study. As he gets further 
along and the pressure becomes stronger, 
it is hard for him to concentrate as he 
should. 

Not being in the educational field, the 
NoRTH CAROLINA MEDICAL JOURNAL makes 
no pretense of knowing the answer for this 
problem. It does feel justified, however, in 
pointing out that our educational process 
might be accelerated considerably in the 
lower grades. Instead of forcing a medical 
student to forego his summer vacation in 
order to save six to nine months, would it 
not be better to give some attention to the 
time which is being wasted, not only by pros- 
pective medical students, but by children 
destined for all other professions and busi- 
nesses, in our primary grades? 


ok % ok * 


TWO NORTH CAROLINA DOCTORS 
HONORED 


The North Carolina medical profession 
has a right to be proud of a great many of 
its members. It is always gratifying to the 
profession of this state to have our doctors 
recognized by “outsiders.” The Woman’s 
Medical Journal for September devotes a 
page to the achievements of Dr. Margery 
Lord, who is now health officer of the City 
of Asheville. 

Another North Carolina doctor—by adop- 
tion—who has recently received two well de- 
served honors is Dr. Milton J. Rosenau, Di- 
rector of the School of Public Health at the 
University of North Carolina. At the an- 
nual meeting of the American Public Health 
Association, held in New York October 3:5, 
Dr. Rosenau was elected President. He has 
also been selected to receive this year the 
Gold Medal, awarded annually by the Forum 
on Allergy for “outstanding contributions 
to clinical allergy.” 

On behalf of the medical profession of 
North Carolina, the NORTH CAROLINA MED- 
ICAL JOURNAL congratulates both Dr. Lord 
and Dr. Rosenau upon their merited recog- 
nition. 
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VITAMIN A IN ACNE 

In Northwest Medicine for August, 1943, 
Straumfjord™ told of his experience in treat- 
ing patients with acne by large doses of vita- 
min A. He based his use of it upon the rea- 
soning that “hyperkeratinization of the fol- 
licle is the basic primary lesion in acne,” 
and that follicular hyperkeratinization is 
caused by vitamin A deficiency. 

Straumfjord gave his patients one daily 
dose of 100,000 international units of vita- 
min A at bedtime. Improvement took place 
slowly, and in some patients the condition 
became temporarily worse; but of the 100 
cases, 79 were finally reported well, 18 bet- 
ter, and 3 unimproved. For the purpose of 
the experiment no other treatment was giv- 
en, but the author suggests that judicious 
local treatment combined with the vitamin 
A therapy might give much quicker and 
better results. The duration of treatment in 
Straumfjord’s cases varied from six to 
forty-seven months. Recurrences were noted 
in many cases when treatment was discon- 
tinued. 

Acne is so annoying and even humiliating 
to its victims and treatment has been so 
notoriously unsatisfactory that any form of 
therapy as easy to use and as free from 
harmful effects as the one proposed is worth 
trying. 

Another skin condition in which vitamin 
A in doses of 50,000 to 100,000 units often 
works like magic is the abnormally dry, itch- 
’ ing skin of old people. This was pointed out 
in the New England Journal of Medicine. 
|. (it he dane a a 
2. Jeghers, H.: Medical Progress: Skin Changes of Nutri- 


tional Origin, New England J. Med. 228:678 (May 27); 
714 (June 3) 1943. 


Acne, 


* He * 7 


MINERAL OIL BY BOWEL 


In the NortH CAROLINA MEDICAL JOUR- 
NAL for March, 1944, Dr. C. A. Anderson" 
of Burlington and his co-authors described 
their experience with the use of mineral oil 
by bowel in such conditions as fissures and 
hemorrhoids, where defecation is painful 
and where constipation results partly from 
the reflex spasm brought about by dread of 
this pain. Dr. Anderson, while joining with 
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the rest of the medical profession in de- 
nouncing the use of mineral oil by mouth, 
has found it efficacious if given in small 
doses by rectum at bedtime. This method, 
like the therapy employed in the treatment 
of Namaan the leper, is so simple that it is 
hard to believe it will work. Doctors who 
have tried it, however, have found it quite 
effective. 


Dr. Anderson has devised a syringe for 
giving the oil, which has proven very sat- 
isfactory. A reprint of his article and in- 
formation about the syringe may be ob- 
tained by a request to the author. 

1. Anderson, C. A., Carrington, George L., and Brooks, R. 


K.: The Use of Mineral Oil by Mouth and by Bowel, 
North Carolina M. J. 5:87-90 (March) 1944. 


THE SIXTH WAR LOAN 

Now that the tumult and the shouting of 
the election have died away, it is America’s 
business to settle down in dead earnest to 
the grim task of finishing the war as quickly 
as is possible, at the same time doing such 
an efficient job that the process will not have 
to be repeated within another twenty-five 
years. The old sentimental bromide that 
“we must not blame the German people, but 
their leaders,” has been shown to be abso- 
lutely false. It is not being vindictive, but 
highly practical, to say that Germany should 
be made to pay for this war, if it takes her 
a hundred years. 

Just now, however, we people of America 
must pay for the war as we go, and hope to 
collect from Germany later. The Sixth War 
Loan now facing us will be, we are told, the 
toughest yet; but the people of America 
have a way of meeting tough situations. It 
is essential that this loan be successful, for 
our war effort is at its peak, and money must 
be offered as freely as our soldiers are offer- 
ing their blood in the service of America. It 
is impossible for totalitarian nations like 
Germany and Japan to understand how our 
people can fight such a terrific battle with 
ballots as we have had, and then unite 
whole-heartedly to present a solid front to 
our enemies. Thank God that we can do it! 

No group of men in our country have 
made greater sacrifices, at home or abroad, 
than has the medical profession. One third 
of our members have volunteered—without 
being drafted—for service in’ our armed 
forces. Surely we who are left behind will 
support them and their comrades with every 
dollar we can spare! 








558 NORTH CAROLINA MEDICAL JOURNAL 


CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


Mr. A. A., a 36 year old white married 
farmer, was admitted to the hospital com- 
plaining of “kidney trouble and pain in the 
right hip region” of ten months’ duration. 

Ten months ago he began having pain in 
the right flank which radiated to the right 
testicle. Within forty-eight hours the right 
testicle became enlarged, tender, and red- 
dened. The swelling in the testicle subsided 
in seventy-two hours and the patient was 
well for five months. During this acute at- 
tack he had nausea and vomiting, but no 
fever. Opiates were required to relieve his 
pain. 

Five months before entry into the hospi- 
tal he had another attack of pain in the right 
flank region radiating into the right testicle. 
X-rays made at this time showed multiple 
stones in the right kidney. During the fol- 
lowing months he passed two stones which 
were identified by his doctor. Following the 
second attack of renal colic he developed 
night sweats, felt weak and generally tired, 
was unable to work, and lost a good deal of 
weight. Because of persistent swelling of 
the right testicle, intermittent bouts of low- 
grade fever, and the development of a drain- 
ing fistulous tract in the right scrotal region, 
an orchidectomy and epididimectomy was 
performed. At this time the patient was 
told that he had a tumor in his testicle. Fol- 
lowing this operation he developed pain in 
the left hip region radiating into the gluteal 
muscle and posterior thigh down to the 
knee. It was sharp and shooting in char- 
acter, intermittent, and worse at night when 
he was confined to bed. It was not accentu- 
ated by coughing and sneezing. At this time 
he was seen in Atlanta, and was told that 
he had tuberculosis of the right kidney and 
left hip, after cystoscopy and x-rays of the 
hip region had been made. He was dis- 
charged from the hospital in Atlanta with 
instructions to remain at absolute bed rest 
for a period of three months, and then to re- 
turn to the hospital for removal of the right 
kidney. Just before leaving he was given a 
transfusion of 500 cc. of whole blood. His 
hemoglobin was recorded as 65 per cent at 
that time. 
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The family history is non-contributory. 
X-rays of the chest in 1939 and 1942 were 
negative. His average weight was 140 
pounds. His weight on admission was 111 
pounds, stripped. 

Physical examination: His temperature 
was 98.8 F. by mouth, pulse 112, respira- 
tions 20. The blood pressure was 130 sys- 
tolic, 76 diastolic in the right arm. The pa- 
tient was a thin, poorly nourished adult 
white male who looked chronically ill, and 
was complaining of severe pain in the left 
hip and back. He showed general signs of 
wasting and rather marked dehydration. 
The head was grossly normal. The zygomas 
were prominent, and there was a marked 
loss of subcutaneous tissue in the facial re- 
gion. The sclerae were clear. The pupils 
were contracted, probably a result of mor- 
phine. Extra-ocular movements were full. 
The ears were filled with wax and the tym- 
panic membranes could not be examined. 
The mucous membranes of the nose were 
dry and crusted. The teeth were carious and 
many were absent. The tongue was coated, 
roughened, and very dry. There was no rig- 
idity of the neck or adenopathy in the neck 
region. The trachea was in the midline and 
the thyroid was not palpable. Expansion of 
the chest was adequate and equal bilaterally. 
The lungs were resonant throughout to per- 
cussion. On auscultation, numerous coarse, 
moist rales which did not clear following 
cough were heard on both sides, including 
the apical regions. In the right lower axil- 
lary region, over an area of 4 to 5 cm. in 
the posterior axillary line at the level of the 
seventh costal cartilage, a friction rub was 
heard on deep inspiration. The heart sounds 
were normal, the rate rhythmical. There 
were no cardiac murmurs, The abdomen was 
scaphoid, soft, and doughy in consistency. 
The liver was palpable 5 em. below the right 
costal margin. The edge was moderately 
thickened but smooth. There was moderate 
bilateral costo-vertebral angle tenderness, 
more marked on the right, and the patient 
was tender to palpation in the right upper 
quadrant. No other organs were palpable. 
In the suprapubic region, extending to the 
level of the third lumbar vetebra, there was 
a firm, thick mass which was tender, and 
remained present when the bladder was 
emptied. Its lateral and superior margins 
could not be delineated. The inguinal nodes 
were bilaterally palpable, discrete, non- 
tender. The genitalia were normal except 
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for the absence of the right testicle and the 
presence of a scar in the right scrotal re- 
gion. There were no evidences of fistulae at 
the time of examination. On recta] examina- 
tion, the prostate was found to be moderate- 
ly enlarged; it had a benign consistency. 
The extremities showed a 2 plus pitting 
edema in the region of the ankles. Deep re- 
flexes were normal throughout. The legs 
were of equal length and showed no inequal- 
ity on measurement of the calf and the thigh 
region. There was no clubbing of the fingers 
or toes. The motions of flexion, extension, 
abduction and adduction were carried out 
well bilaterally and without pain. There was 
no limitation of straight leg raising on 
either side. There was slight tenderness 
over the left sacro-iliac articulation, but on 
sacro-iliac stretch the patient did not com- 
plain of pain. The general configuration of 
the cervical, thoracic, and lumbar vertebrae 
was normal. There was no tenderness to pal- 
pation in any of these regions. 

Accessory clinical findings: On admission, 
the hemoglobin was 10 Gm., with 4,410,000 
red blood cells, 11, 300 white blood cells, and 
a color index of 0.75. The differential white 
cell count was normal. The urine was neg- 
ative, except for the finding of pus cells on 
microscopic examination of the _ bladder 
urine. Seven 24-hour urine specimens were 
collected, and in two of these acid-fast or- 
ganisms were found which were identified 
by numerous investigators as being tubercle 
bacilli. Tuberculin skin tests in dilutions of 
1 to 10,000 and 1 to 1,000 were negative in 
forty-eight hours. The blood nonprotein 
nitrogen was 49 mg. per 100 ec. The blood 
Kahn test was negative. Gastric washings 
were negative for tubercle bacilli on three 
‘ occasions. Repeated sputum examinations 
showed no evidence of tubercle bacilli. Cath- 
eterized specimens from the right and left 
kidneys were negative for tubercle bacilli on 
smear and on culture, and guinea pigs in- 
oculated with the urine were negative for 
tuberculosis both by tuberculin tests and 
autopsy findings. Cultures of bladder urine 
showed Escherichia coli communior and 
Aerobacter aerogenes. 

X-ray of the chest was negative. A flat 
plate of the abdomen showed possible ab- 
dominal ascites. The left and right hip re- 
gions were normal. Intravenous pyelograms 
revealed no evidence of kidney stones; a 
normally functioning left kidney and ab- 
sence of function in the right kidney were 
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reported. Retrograde pyelograms. revealed 
a right pyelo-hydronephosis, consistent with 
the diagnosis of tuberculosis of the kidney. 
At cystoscopy the bladder showed no evi- 
dence of tuberculosis. The urine obtained 
from the right kidney was grossly cloudy. 

Course in the hospital: Thirteen days 
after admission a right nephrectomy was 
performed. The kidney was surrounded by 
extremely firm adhesions. During the oper- 
ative procedure the peritoneum was opened 
in order to remove the kidney. The kidney 
contained numerous cortical abscesses, one 
of which was ruptured during the operative 
procedure. In the course of the operation a 
retro-peritoneal mass in the lumbar region 
was identified, which was firmly fixed to all 
surrounding tissues and felt fluctuant to pal- 
pation. The pathological diagnosis on the 
removed right kidney was pyelonephrosis 
with multiple abscess formation. No micro- 
scopic evidence of tuberculosis was present 
in this tissue. The patient went into shock 
following operation. The systolic blood pres- 
sure remained below 80, and the diastolic 
pressure ranged from 20 to 0 from the day 
of operation until his death forty-eight 
hours later. Transfusions of blood and plas- 
ma were unsuccessful in bringing him out 
of shock. The temperature fluctuated be- 
tween 96 and 100 F. during this forty-eight 
hour period. The patient died on the second 
postoperative day. 


Discussion 


Dr. GEORGE T. HARRELL: In summary, 
this young farmer had a fatal illness of ten 
months’ duration with a final hospital stay 
of fifteen days. The initial symptoms were 
referable to the genito-urinary tract. The 
family and past histories contain no positive 
facts. The onset ten months before admis- 
sion was typical of ureteral colic, with pain 
in the right flank radiating to the testicle. 
Forty-eight hours later he developed an 
epididymitis or orchitis lasting seventy-two 
hours and unaccompanied by fever. No men- 
tion is made at this time of urinary symp- 
toms or the passage of a stone. For the next 
five months, he apparently was well. Five 
months before death, he had a recurrence of 
ureteral pain radiating to the testicle, and 
at this time passed two stones which were 
seen by his physician. The symptoms of 
weakness, tiredness, weight loss and anemia 
are evidence of a severe disease process with 
generalized symptoms. The night sweats and 
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fever suggest that this is infectious. The di- 
agnoses at another hospital suggest both a 
neoplastic process (a tumor of the right 
testicle) and an infectious process (tuber- 
culosis of the right kidney and left hip). 

On the basis of the history alone, there is 
definite evidence that the process started in 
the right kidney. Because the testicle and 
kidney arise embryologically from a common 
urogenital ridge, the nerves which serve 
these organs leave the cord at the same level. 
The migration of the testicle through the 
abdominal cavity and out into the scrotum 
is accompanied by the migration of nerves 
serving it, so that pain originating in the 
kidney or along the course of the ureter may 
be referred to the testicle, even though there 
is no disease in that organ. The swelling of 
the testicle indicates some definite disease 
process there also. The only other system 
which may have been involved is the skeletal 
system; this is indicated by:the history of 
pain in the left hip. 

The history indicates etiologic diagnoses 
of (1) neoplasm, apparently made on the 
basis of pathologic examination of the oper- 
ative specimen of the right testicle, and (2) 
infection (tuberculosis) on the basis of x- 
rays and cystoscopic examination in another 
hospital. 

Physical examination showed the wasting 
which would fit either of these two etiologic 
agents. The findings in the chest, with the 
apex and base of both lungs showing rales 
after cough, suggest a generalized process. 
The involvement of the apices, in the ab- 
sence of demonstrable signs of cardiac fail- 
ure, would be indicative of tuberculosis. The 
friction rub in the right lower chest at the 
level of the seventh rib in the posterior axil- 
lary line would not likely be caused by tuber- 
culosis in a disseminated stage, but would 
be more suggestive of an infarct just under 
the visceral pleura or an extension from a 
process in the rib involving the parietal 
pleura. The liver was definitely enlarged and 
thickened, extending 5 cm. below the costal 
margin, but the edge is not reported as nod- 
ular. If this enlargement were due to cardi- 
ac failure, other evidence such as albumin- 
uria, edema, or increased venous pressure 
and a gallop rhythm would be expected. The 
bilateral costo-vertebral angle tenderness, 
more marked on the right, confirms the im- 
pression given by the history that the onset 
of the disease may have been in the right kid- 
ney. The suprapubic mass was definitely not 
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the bladder, since it remained after this or- 
gan was emptied. The presence of bilateral 
palpable inguinal lymph nodes suggests that 
this mass may be enlarged iliac, retroperi- 
toneal and pre-aortic lymph nodes. Palpable 
inguinal nodes are very common physical 
findings, however. The edema of the ankles 
suggests, in the absence of signs of cardiac 
failure in the upper extremities, obstruction 
to the return of fluids from the lower ex- 
tremities by pressure of the abdominal mass 
on the vena cava, iliac veins, or lymphatics. 
The absence of positive neurologic signs or 
physical findings referable to the skeletal 
system refutes the suggestion in the history 
that the skeleton may be involved. 

The localization and character of the le- 
sion must be confirmed by the accessory clin- 
ical findings. The low color index anemia 
would suggest loss or deficient formation 
of blood, but a reticulocyte count is not given 
and no evidence of blood loss is suggested 
by the history. The pus in the urine and 
the absence of red cells suggest a chronic 
inflammatory process without ulceration of 
the mucosa. The nonprotein nitrogen of 49 
mg. per 100 cc. would indicate no marked 
impairment of renal function. The negative 
cystoscopic examination of the bladder 
would place the lesion in the urinary tract 
above the bladder. This location is confirmed 
by the pyelogram, which shows a destruc- 
tive lesion in the right kidney. Surprising- 
ly, the x-ray of the chest is entirely negative 
in spite of the marked physical signs de- 
scribed. 

From the etiologic point of view, the ac- 
cessory clinical findings show nothing which 
could be attributed to a tumor except the 
low color index anemia. Evidence of infec- 
tion is shown by the elevated white cell 
count, by the x-ray of the right kidney, and 
by the growth from the bladder urine of 
Escherichia coli and Aerobacter aerogenes. 
The evidence relating to a tuberculous eti- 
ology is extremely interesting. The negative 
skin reaction to 0.1 mg. of tuberculin (0.1 
cc. of 1:1,000), provided the material was 
freshly diluted and not over three weeks old, 
could be explained only if this were a termi- 
nal infection with loss of allergy. This re- 
sponse might commonly be found in a termi- 
nal miliary dissemination. The negative x- 
ray of the chest would be strongly against 
a primary tuberculous infection of the 
lungs, as would the repeated negative spu- 
tum examinations. Additional evidence that 
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tuberculosis of the lungs was not present is 
found in the three negative examinations 
following aspiration of the fasting gastric 
contents. It has been shown that this meth- 
od of detection of tubercle bacilli is most ac- 
curate and compares very favorably with 
concentration of 24 hour collection of spu- 
tum and injection of this or gastric contents 
into guinea pigs. Tubercle bacilli are ex- 
tremely resistant to digestion. .They are 
brought to the pharynx during sleep by cili- 
ary action or reflex cough and are swal- 
lowed. The warm, acid stomach contents di- 
gest the pus and act as a culture medium 
for tubercle bacilli, thus concentrating the 
organisms well. The failure to find acid-fast 
organisms on stain, culture, or guinea pig 
inoculation of urine obtained from both the 
right and left kidneys is fairly good evi- 
dence that the destruction in the right kid- 
ney was not due to tuberculosis. This evi- 
dence is further confirmed by the absence 
of red cells in the urine, since tuberculosis 
is an ulcerative process which usually causes 
some hematuria. How then can one explain 
the finding of acid-fast organisms in two 24 
hour urine collections? If these were actual- 
ly acid-fast organisms—and they apparent- 
ly were, since they were found on two occa- 
sions and confirmed by more than one ob- 
server—they must have arisen in the urin- 
ary tract below the bladder. If the initial 
disease in the right testicle was tuberculosis 
of the testicle or epididymis the tuberculosis 
must have spread along the course of the 
vas and would have involved the seminal 
vesicle and prostate. This may have oc- 
curred without involvement of the kidneys. 
On the other hand, there are acid-fast or- 
ganisms such as smegma bacilli which are 
‘found only in the lower urinary tract and 
are not pathogenic for human beings. We 
have no note of the result of animal inocu- 
lation with these acid-fast organisms. The 
strongest evidence that the kidney was not 
involved in a tuberculous process is the neg- 
ative pathologic examination of the right 
kidney for tuberculous lesions. 


The course in the hospital following op- 
eration was rapidly downhill. No note is 
made of the results of stains, cultures or ani- 
mal inoculation of material from the ab- 
scesses in the right kidney. The dense peri- 
nephritic adhesions involving the adrenal 
suggest that an old infectious process must 
have spread through the capsule from the 
cortex of the kidney to involve the perine- 
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phritic space and connective tissue, and was 
not now active. From the description, one 
may assume that the right adrenal was also 
removed at the time of nephrectomy. The 
retroperitoneal mass was confirmed at oper- 
ation. The patient died with irreversible 
peripheral circulatory collapse which may 
have been due in part to the removal of the 
right adrenal. 

In an analysis of these data, several ques- 
tions referable to the urinary tract should 
be directed to the urologist. (1) What is the 
frequency of orchitis or epididymitis with 
the passage of ureteral stones? (2) How fre- 
quently are sinuses in the scrotum, follow- 
ing signs of inflammation, due to diseases 
other than tuberculosis? (3) How frequently 
do tumors of the testicle give signs of inflam- 
mation which is transitory in nature? (4) 
How frequently will tumors of the testicle 
metastasize to the liver? (5) How frequent- 
ly do stones occur in tuberculosis of the kid- 
ney? 

Dr. FRED GARVEY: (1) Orchitis is uncom- 
mon after the passage of ureteral stones. 
(2) Tuberculosis is the most common dis- 
ease leading to persistent sinus formation. 
That this was not a gumma of the testicle is 
shown by the negative serologic test and 4is- 
tory. That this infection in the scrotum did 
not come from the original perinephritic in- 
fection is indicated by the position. Lesions 
starting in the perinephritic space may dis- 
sect along the psoas sheath but would point 
in the femoral region rather than in the 
scrotum through the inguinal rings. (3) 
Signs of inflammation are uncommon in tu- 
mors of the testicle. Tumors elsewhere, as 
in the breast, may simulate inflammation, 
but these signs are usually constant. (4) The 
lymphatic drainage from the testicle is to 
the iliac and the _ retroperitoneal lymph 
nodes. It is uncommon for tuberculosis of 
the testicle or epididymis to spread to the 
regional lymph nodes, but this is a very com- 
mon occurrence in malignancy of the tes- 
ticle. Occasionally, the most prominent phy- 
sical sign will be enlarged retroperitoneal 
or intra-abdominal lymph nodes. Tumors of 
the testicle spreading by the blood stream 
would be detected first in the lung rather 
than the liver, since the venous return is into 
the vena cava rather than into the portal 
circulation. Metastases to the lung were not 
demonstrated in the x-ray of the chest. (5) 
Stones have been estimated to occur in 1.8 
per cent of all cases of renal tuberculosis. 
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Dr. HARRELL: There are several questions 
which should be directed to the orthopedist. 
(1) How often will tuberculosis of the hip 
be present without physical signs? (2) How 
often will recovery take place in ten months 
from tuberculosis of the hip with x-ray evi- 
dence of destruction? (3) How frequently 
does bone tuberculosis occur simultaneously 
with genito-urinary tract tuberculosis? (4) 
How frequently do tumors of the testicle 
metastasize to bone? (5) Do these involve 
the hip by direct extension from metastases 
to regional lymph nodes? (6) Are ribs in- 
volved? (7) Could the pain be referred from 
metastases along the nerve roots? 

Dr. R. A. Moore: (1) Tuberculosis of the 
hip without physical signs would be a very 
uncommon occurrence. (2) It would be most 
unlikely that recovery from tuberculosis of 
the hip would take place in this short time. 
(3) Tuberculosis of bone and genito-urinary 
tract may occur frequently together, but the 
physical findings and x-ray evidence are 
easily recognized when the skeletal system 
is involved, at a comparatively early date. 
(4) Tumors of the testicle do not frequently 
metastasize to bone. (5) The hip would 
hardly be involved by direct extension from 
regional metastases. (6) Ribs are rarely 
involved. (7) Pain referable to the distri- 
bution of the branches of the left sciatic 
nerve need not be due to direct involvement 
but may be due to irritation from lymph 
nodes along the course of the branches. The 
negative physical findings suggest this 
mechanism for the pain noted in the history. 

DR. HARRELL: Tuberculosis of the genito- 
urinary tract may arise as a hematogenous 
spread from an infected focus in the lung 
to the kidney or to the epididymis. These 
two primary sites are common. Because of 
the nature of the disease, and because of the 
marked allergy which accompanies it, or- 
ganisms liberated in either site will spread 
along the course of the hollow viscus through 
which the secretions flow. The fluid is irri- 
tating since it contains the organism and 
break-down products to which the body is 
sensitive, and will hence cause local lesions 
in the course of the passage of fluid con- 
taining these substances. Thus, the ureter 
and bladder are almost invariably involved 
in long standing tuberculous infection of 
the kidney. If the kidney is not inyolved in 
a tuberculous process but the primary site 
is in the epididymis, the nodular secondary 
infiltrations will be found along the course 
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of the vas, and the seminal vesicles or pros- 
tate will inevitably be involved. The nega- 
tive findings on cystoscopic examination of 
the bladder and on pathologic examination 
of the kidney might be explained thus, but 
the prostate on physical examination is de- 
scribed as being within normal] limits. 
Therefore, on the basis of purely anatomic 
reasoning, one must conclude that the 
genito-urinary involvement is not due to 
tuberculosis, and that the finding of acid-fast 
organisms on two occasions was either a lab- 
oratory error, or that these were smegma 
or similar non-pathogenic, acid-fast organ- 
isms. 

The right kidney was definitely involved 
in a destructive infectious process, however. 
This then must have been a secondary in- 
fection by common organisms found in the 
urinary tract after the formation and pas- 
sage of stones. Such organisms were grown 
on culture from the bladder. We assume 
that the cultures from the kidney were made 
for acid-fast organisms, since the media 
commonly used inhibit the common patho- 
gens. 

On the basis of anatomic reasoning, there- 
fore, the process originating in the testicle 
and spreading to the retroperitoneal nodes 
must have been a malignancy. The most 
common malignancy in a young man would 
be a carcinoma and the most common carci- 
noma would be a seminoma. The total dur- 
ation of the illness, ten months, particularly 
in the absence of ready demonstration of 
acid-fast organisms, makes the etiologic dis- 
ease almost certainly neoplastic. 

I have no explanation for the physical 
findings in the lungs, since these would not 
be due to metastases from carcinoma of the 
testicle, and if they were due to tuberculosis, 
changes should have been readily demon- 
strated on the x-ray plate and the organism 
Should have been found in the gastric con- 
tents. It is possible that they were due to 
a small infarct following circulatory failure, 
but other evidences of failure are not de- 
scribed. The terminal event was irreversible 
peripheral circulatory collapse in an ex- 
tremely debilitated patient following an ex- 
tensive major operation which must have 
been shocking. The removal of the adrenal 
may have contributed to the irreversibility 
of the shock. 

Dr. Harrell’s Diagnoses 
with pyelone- 


1. Nephrolithiasis, right, 
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phrosis and abscess; perinephritic infection 
involving the adrenal. . 

2. Carcinoma (seminoma) of the right 
testicle, with metastasis to the retroperi- 
toneal lymph nodes, and involvement, by 
pressure and irritation, of the roots of the 
left sciatic nerve. 

3. Irreversible peripheral circulatory col- 
lapse (shock), aggravated by removal of the 
right adrenal. 

4. Pulmonary edema, with small infarct 
adjacent to the visceral pleura. 


Roentgenologic Discussion 


Dr. J. P. ROUSSEAU: The roentgenologic 
findings in this case are of negative as well 
as positive value in arriving at the diagno- 
sis. The important negative findings are: 

(1) Normal chest. 

(2) Normal spine, pelvis. and hip joints. 

(3) No evidence of renal tuberculosis on 

the pyelogram. 

These are of especial interest, since x-ray 
examinations made in a hospital in another 
city were reported to show pulmonary tuber- 
culosis, right renal tuberculosis and tuber- 
culosis of the right hip. In the summary one 
also finds clinical evidence that the patient 
had tuberculosis, in that (1) he obviously 
had a chronic wasting disease, (2) acid-fast 
organisms were found in the urine and were 
identified as tubercle bacilli, and (3) numer- 
ous persistent coarse rales were heard in 
both apices. Thus, if we have correctly in- 
terpreted the roentgenograms made in this 
hospital, the above mentioned negative find- 
ings become extremely important evidence 
against tuberculosis. If one can exclude tu- 
berculosis from these negative roentgen find- 
ings, the most likely diagnosis in this case 
. would be malignant neoplasm. 

The positive roentgenologic findings tend 
to support this diagnosis. They are as fol- 
lows: 

(1) Obliteration of the right kidney and 
psoas muscle outlines on the scout film by a 
soft tissue mass in the right upper abdomen. 

(2) Upward and outward displacement 
of the right kidney and lateral) displacement 
of the upper third of the right ureter on the 
pyelo-ureterogram. 

(3) Marked infected hydronephrosis of 
the type usually seen in obstructive uropa- 
thy, and secondary infection by organisms 
other than the tubercle bacillus. 

On further analysis of the pyelogram 
there is no evidence of a primary renal] tu- 
mor, since the usual compression, displace- 
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ment, and encroachment on the renal pelvis 
and calices are not seen. The appearance is 
more suggestive of displacement of the kid- 
ney and ureter by an extrinsic tumor in the 
vicinity of the right kidney. 

When these findings are correlated with 
the known facts that the patient had had a 
carcinoma of the right testicle removed and 
had previously passed a urinary calculus, 
the logical deductions are that this patient 
had (1) a metastatic cancer to the retro- 
peritoneal lymph nodes, displacing the right 
kidney and ureter, from a primary cancer 
of the testicle (the tendency of testicular 
cancer to metastasize to the retroperitoneal 
lymph nodes up to the level of the lower 
thoracic vertebrae is well known); (2) in- 
fected hydronephrosis secondary to calculus 
obstruction of the right renal pelvis. The 
soft tissue mass which obliterated the kid- 
ney and psoas muscle shadows could be due 
to tumor in the adjacent nodes, to perirenal 
infection, or to both. 


Anatomical Discussion 


DR. ROBERT P. MOREHEAD: The testicular 
tumor which was removed from this patient 
was in all probability a seminoma. Evidence 
for this was found at autopsy in the form of 
a large retroperitoneal mass which involved 
the pre-aortic lymph nodes and extended to 
involve the prevertebral chain all the way to 
the mediastinum. This mass measured ap- 
proximately 20 x 10 x 6 cm., was moderately 
firm to palpation, and on cut section was 
found to be composed of friable, grayish 
white tissue. Although it appeared to sur- 
round the aorta almost completely, it was 
found not to involve bone. Microscopically 
it was composed of large cells with a promi- 
nent cell membrane and an abundant cyto- 
plasm. The nucleus was centrally placed, 
large, and hyperchromatic; in many in- 
stances mitotic figures were present. This 
microscopic picture is, of course, identical 
with that found in testicular seminomas, 
and the distribution of the metastatic lesions 
is also characteristic. 

The right kidney, which was 
surgically, was extensively involved by an 
inflammatory process, and there was con- 
siderable destruction of the renal substance, 
together with multiple abscess formation. 
The right adrenal was removed: also at op- 
eration. 

Fluid was found in the serous sacs, and 
pulmonary edema was present. The patient 


removed 
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2. Absent right testicle. 

3. Chronic pyelonephritis of the right 
kidney with multiple abscess formation. 

4, Absent right adrenal gland. 

5. Pulmonary edema. 

6. Transudation into the serous cavities. 


presented the picture of peripheral circula- 
tory collapse. 


Anatomical Diagnoses 


1. Metastatic retroperitoneal seminoma, 
extending to the mediastinum. 
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VoL. XVII 

NEW disease of the respiratory tract has captured a place upon the medical scene 
A during the past decade. Primary atypical pneumonia—to give it the name which 
seems most commonly used—has probably existed for years masquerading as atypical 
influenza or grippe. With the increasing use of X-ray films in diagnosis the prevalence of 
the disease has begun to emerge and. its importance to be recognized. The danger would 
now appear to be that it is as yet incompletely differentiated from pulmonary tuberculosis 
and that, unless progress film studies are carried out, some cases of tuberculosis will be 
treated for pneumonia and some cases of Pneumonia given tuberculosis therapy. 


ATYPICAL PNEUMONIA SIMULATING PULMONARY TUBERCULOSIS 








For many years it has been the teaching 
of the medical profession to regard a patient 
subacutely ill with infiltrations of the upper 
lung fields in X-ray films as probably tuber- 
culous unless proved otherwise. Recently it 
has become apparent that atypical pneu- 
monia can produce lesions which at times 
are indistinguishable from pulmonary tuber- 
culosis. This has been reported on several 
occasions. With the apparent increase in the 
incidence of atypical pneumonia, especially 
since the profession is becoming more con- 
scious of it, it is evident that criteria for a 
differential diagnosis of these two condi- 
tions should be formulated. 


Clinical Observations 


The symptoms and clinical signs of atypi- 
cal pneumonia have been adequately de- 
scribed in the current literature. The usual 
gradual onset of the disease, associated with 
malaise, generalized aches and pains, dry, 
nonproductive cough and fever may be sim- 
ulated by any case of acute pneumonic tuber- 
culosis. A differential diagnosis cannot be 
made solely on the basis of the history and 
physical examination. Where serial roent- 
genograms are not feasible, the persistence 
of cough and expectoration, plus the finding 
of rales for a period greater than twenty- 
one days from the onset of the disease, 


should lead one to suspect tuberculosis, evea 
though the patient appears to be much im- 
proved. 


Roentgenological Aspects 


In our seven cases of upper lobe atypical 
pneumonia two types of shadows were found 
on the films. The most common was an in- 
crease in the bronchial markings manifested 
by linear streaking densities with super- 
imposed mottled shadows. This was most 
marked at the hilum and, with an extension 
of the disease, would spread toward the peri- 
phery of the lung fields. The other type of 
finding was an area of increased tissue den- 
sity in the parenchyma of the lung relatively 
uniform throughout and resembling the 
shadow seen in early pleural effusion. X-ray 
evidence of atelectasis was found in our 
cases only when the entire right upper lobe 
was involved. Complete involvement of an 
upper lobe will usually reveal some associ- 
ated evidence of atelectasis, whereas in com- 
plete consolidation of a lobe due to pneu- 
monic tuberculosis this is usually not the 
case. Because there was such a wide diver- 
gence of roentgenological findings in our 
cases of atypical pneumonia it was felt that 
we could not make a definite differential di- 
agnosis from a single film. In serial X-ray 
studies it was observed that cases of atypi- 
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cal pneumonia could be expected to show 
complete clearing of the chest involvement 
in from four to twenty days. If the serial 
roentgenograms still reveal a density twenty 
days after the onset of the illness, pulmonary 
tuberculosis must be seriously considered 
even if other evidence favors an X-ray diag- 
nosis of atypical pneumonia. 


Case Reports 


Case 1.—A white soldier admitted to hos- 
pital with a one-day history of generalized 
aches and pains, headache, malaise, fever 
and chilly sensations. The physical findings 
were normal except for a moderate injection 
of the pharynx; the temperature was 100 F., 
pulse rate 82, respirations 20 per minute. 
The white blood cell count was 9,200, with 
72 per cent polymorphonuclears. The work- 
ing diagnosis was influenza. The patient 
continued to run a fever reaching 103.8 F. 
two days later. Within four days he had de- 
veloped a nonproductive cough. Physical 
examination at this time revealed sup- 
pressed breath sounds with an occasional 
fine moist rale in the right upper lobe. A 
chest X-ray showed complete consolidation 
of the right upper lobe. This had almost 
completely cleared within a week’s time 
though the fever persisted somewhat longer. 
Recovery was uneventful and the patient 
was discharged to duty on the twentieth 
hospital day. 

This case illustrates the difficulty of mak- 
ing a definite diagnosis roentgenologically. 
Bacteriologic examinations were negative 
and the rapid clearing of the lesion ruled 
out tuberculosis. 


Case 2.—A white soldier was admitted to 
. the hospital with a two-day history similar 
to that above. Admission temperature 101 
F., pulse rate 100, respirations 20 per min- 
ute. The white blood cell count was 6,800 
with 64 per cent polymorphonuclears. The 
working diagnosis was influenza. A chest 
film made four days following the cnset of 
the illness showed marked increase in the 
hilar shadow with marked mottled densities 
throughout the right upper lobe. In one area 
there was a shadow with a central highlight 
suggestive of cavitation. The film made fif- 
teen days following onset showed complete 
clearing of parenchymal lesions. 

Because of the suspicious X-ray suggest- 
ing cavitation, sputum and gastric studies 
were made. All were found to be negative 
for tubercie bacilli. The patient made an 
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uneventful recovery and was discharged on 
the twenty-second hospital day. 

Case 3.—A white soldier was admitted to 
the hospital with a history and physical find 
ings similar to cases 1 and 2. The working 
diagnosis was atypical pneumonia of the 
right upper lobe. This was confirmed by 
roentgenogram. The patient had a low-grade 
fever for eight days following admission. 
A roentgenogram taken on the eleventh hos- 
pital day showed some clearing of the pneu- 
monic process. The persistence of physical 
signs in the chest and the slow clearing of 
the chest lesion despite clinical improvement 
of the patient are not usual in atypical pneu- 
monia so sputum examinations were begun. 
Tubercle bacilli were found. This was con- 
firmed in later examinations of the sputum. 
Summary 

1. Atypical pneumonia may simulate pul- 
monary tuberculosis both clinically and 
roentgenographically, and the reverse is 
equally true. 

2. Approximately 7 to 10 per cent of 
atypical pneumonias have upper lobe _ in- 
volvement, which is the usual site for pul- 
monary tuberculosis. 

3. Serial roentgenograms showing apical 
lesions failing to clear in twenty days, fol- 
lowing the onset of the disease, should raise 
the suspicion of pulmonary tuberculosis. 

4. Sputum studies for tubercle bacilli are 
indicated in all doubtful cases. 

5. If lesions persist for twenty days from 
the onset of the illness, and routine sputum 
studies are negative, further studies should 
be done, that is, sputum and gastric concen- 
trates, and guinea pig inoculation. 

6. Because of the apparent increase in the 
incidence of atypical pneumonia, the need 
for an early differential diagnosis is imper- 
ative. 

Atypical Pneumonia Simulating Pulmon- 
ary Tuberculosis, J. S. Yoskalka, American 
Review of Tuberculosis, May, 1944. 





That. pulmonary tuberculosis is not uncommon in 
elderly persons is a fact that seems to fail to im- 
press both the public 2nd the physician, possibly 
due to the nature of the older body affected by a 
chronically progressive disease. Those who have 
studied pulmonary tuberculosis in the higher age 
~roups are impressed with the lack of emphasis on 
this phase in the study of the disease. A flank attack 
on this weak spot would circumvent more circuitous 
methods to the same end, namely, the lessening of 
the general incidence of tuberculosis. J. T. Freeman, 
M.D. and C. A. Heiken, M.D., American Jour. of 
Medical Sciences, July, 1941. 
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MEDICOLEGAL ABSTRACT 


J. F. OWEN, M.D., LL.B. 
RALEIGH 


CRIME: It is only when a secondary 
agency is the sole cause of death, and 
is not induced by the primary one, 
that its intervention constitutes a 
defense. 

This is an account of a criminal action 
which came before the Supreme Court of 
Kings County, New York, the facts of which 
are as follows: 

The defendant in this trial was charged 
with first degree murder. It was alleged 
that he inflicted two serious pistol wounds 
on the body of a young married woman, 
aged 22 years, who was then pregnant. The 
evidence submitted indicated that the pistol 
wounds inflicted by the defendant caused a 
miscarriage, that the miscarriage resulted 
in septic peritonitis, and that the septic peri- 
tonitis caused the death of the gir] on the 
third day following the injury. 

It was brought out in the trial that the 
defendant was a married man, but did not 
live with his wife except at intervals. The 
murdered girl was also married, but was 
separated from her husband. There was a 
history of illicit relations between the two 
over a period of time. The wife of the de- 
fendant became jealous on one occasion, and 
attempted to kill the girl by shooting her. 
The husband interfered, and took the re- 
volver from his wife. For some reason or 
other, he was also arrested on a charge of 
assault, and was kept in jail for a period of 
eight days. This apparently unfair depriva- 
tion of liberty caused the defendant to be- 
come angry at the murdered girl, thinking 
that she was the cause of his incarceration. 
Evidence was introduced tending to show 
that this was the reason for his assault upon 
her. The defendant was convicted of first 
degree murder, and from this conviction he 
carried his case to the Court of Appeals. 

Among other exceptions, was one to the 
effect that there was an independent inter- 
vening cause of the death of the girl. There 
were various opinions expressed by medical 
experts as to this matter. Medical] testimony 
was introduced to show that the abortion 
was brought on by the administration of 
ergot, and that the infection developed as a 
result of packing the uterus. However, this 
testimony was rebutted by scientific evi- 
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dence which tended to show that there was 
a definite chain of events leading from the 
original injury of the young woman. 

The Court of Appeals was of the opinion 
that the charge of the trial judge was cor- 
rect, and upon this basis the findings of the 
lower court were affirmed by the Appellate 
Court. The Court of Appeals stated that if 
the shooting was the cause of the miscar- 
riage, and if the result of the miscarriage 
was death, even though there may have been 
some intervening disease such as blood pois- 
oning, the shooting caused her death in the 
eyes of the law. (107 N. E. 655. Court of 
Appeals of New York, January 5, 1915.) 
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PRESIDENT’S MESSAGE 


TO THE MEMBERS OF THE MEDICAL SOCIETY 
OF THE STATE OF NORTH CAROLINA 


In this issue of the JOURNAL is published 
an article by Mr. E. B. Crawford, Executive 
Director of the North Carolina Hospital 
Saving Association—our own Blue Cross 
Plan. I urged Mr. Crawford to submit this 
article for publication, believing that it 
would be interesting and informative to the 
profession of our state. The commercial] in- 
surance companies are offering real compe- 
tition to the Blue Cross Plans in North Caro- 
lina, and the following remarks are pre- 
sented for your consideration, along with 
Mr. Crawford’s article. 

The 1944 Argus Chart, published by the 
National Underwriter Company, New York, 
states that the ratio of losses paid to net 
premiums written for accident and health 
stock companies in 1943 was 47.2 per cent. 
The same Argus Chart shows that the hos- 
pital service organizations (Blue Cross) in 
the United States paid 75.7 per cent of their 
income in claims. 

The above figures exemplify the difference 
between profit and non-profit companies and 
show what the profession and public can ex- 
pect on a comparative return of invested 
premiums. Aside from these facts, it is nat- 
ural to assume that the companies operat- 
ing for profit cannot have the interest of 
the profession at heart to the extent that 
the Blue Cross Plans have, because profit in- 
terests and professional interest may con- 
flict. The Hospital Saving Association is 
guided and controlled by the profession, and 
the doctors’ interest is on an equal plane 
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with that of the subscriber, on the assump- 
tion that both must be treated fairly or the 
program will not succeed. The Association 
tries to form a sincere partnership between 
physician and patient. 

In North Carolina there apparently have 
been many instances of doctors’ accepting 
fees offered by the commercial companies as 
full coverage for operations. Since the Medi- 
cal Society as a whole will not permit the 
Hospital Saving Association to commit the 
doctors to full coverage, this Association is 
placed in the position of not being able to 
compete with these commercial companies, 
which have offered even a lower schedule of 
fees to the profession and have had these 
fees accepted. 

The Blue Cross plan in North Carolina— 
your own plan—cannot protect you unless 
you cooperate by protecting yourself. They 
could lower your fees, but this would mean 
exploitation of either the subscriber or the 
doctor, and you would not want your own 
organization to do this. The profession 
should do some serious thinking about this 
problem. If you allow the commercial com- 
panies to force you to accept low fees, there 
is no need for your own organization to en- 
deavor to prevent it. They are willing to 
try to protect your interest against others, 
but they are helpless to protect the doctor 
against himself. 

The Hospital Saving Association is under 
much pressure from their groups and from 
competitive companies to lower their fees, 
but an honest appeal for fairness is usually 
acceptable to the business man. They would 
also like to work with the profession on an 
equitable basis. 

Commercial medicine in North Carolina 
-is as much of a threat now as is federal med- 
icine. The red tape involved in forms for 
filing claims is a burden to the already 
harassed physician and his patient. Confi- 
dence in and support of Blue Cross should 
have a long range and far-reaching effect on 
the medical profession. Give Blue Cross 
your active support. 


* * * * 


In this issue of the JOURNAL you will find 
published the Committee Reports of Dr. 
Wm. Coppridge, Chairman of the Hospital 
Committee of the Governor’s Commission, 
and Dr. Paul McCain, Chairman of the Com- 
mittee on the Four-Year Medical School. On 
October 11. the full Commission appointed 
by the Governor met and adopted some gen- 
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eral principles as a result of the studies by 
all of the committees of the Commission. Dr. 
Clarence Poe, Chairman of the Commission, 
released a statement for publication in the 
press, and this statement was published in 
the papers of the state on October 15, 1944. 

I respectfully urge that each member of the 
Medical Society of the State of North Caro- 
lina read these committee reports and the 
statement published in the newspapers of 
the state on October 15. In the August issue 
of the JOURNAL I, as President of the Medi- 
cal Society of the State of North Carolina, 
published an article entitled: “Some Further 
Considerations for the Extension of Medical 
and Hospital Care in North Carolina.” This 
article was published in an attempt to keep 
the profession informed, insofar as possible, 
of the developments in the Governor’s Pro- 
posals that had taken place up to that time. 
As you know, following the recommendation 
of Past-President Vernon, a large committee 
was appointed from the Medical Society to 
collaborate with the physicians on the Gov- 
ernor’s Commission. The chairman of this 
committee is Dr. Hamilton McKay. There 
have been two meetings of the Committee 
from the Medical Society with the physicians 
on the Governor’s Commission, and one of 
these meetings was attended by the Execu- 
tive Committee of the Society. The minutes 
of this meeting are published in this issue 
of the JOURNAL. These meetings were called 
in order to keep the representativs of the 
Medical Society fully abreast of the develop- 
ments in the work of the physicians on the 
Commission, and to seek the advice and 
counsel of the committees from the Medical 
Society before a report was submitted to the 
Commission as a whole. 

As your President I have written a num- 
ber of personal letters to our members in 
the armed forces, particularly the North 
Carolina physicians in the 38th Evacuation 
Hospital in Italy, attempting to keep them 
informed as to the developments in the pro- 
posals for the extension of medical and hos- 
pital care in our state. May I respectfully 
urge each member of the Medical Society of 
our state, both on the home front and in the 
armed services, to read the reports contained 
in this issue of the JouRNAL and also the 
statement released for publication by the full 
Commission. 

As each of you know, the proposals of the 
Governor were approved in principle at a 
meeting of your Executive Committee last 
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spring, and they were subsequently ap- 
proved ia principle by the House of Dele- 
gates of the Society at the annual meeting 
in Pinehurst in May. The committee reports 
of Drs. Coppridge and McCain, which have 
the unanimous approval of your Executive 
Committee, and of the committee from the 
Medical Society appointed to collaborate 
with the physicians on the Governor’s Com- 
mission, present for the first time definite 
rlans for consideration by the entire mem- 
bership. I now respectfully suggest that 
each local county society meet at the earliest 
possible date for a full and frank discussion 
of the report of the full Commission, in 
order that they may in the accepted demo- 
cratic manner register their approval or dis- 
approval of this program. In this connec- 
tion I would like to state that Dr. McKay’s 
Committee to advise with the Governor’s 
Commission is organizing a Speakers’ Bu- 
reau which will be available to any county 
medical society that wishes to have a speak- 
er present for the meeting that they hold to 
discuss the Commission’s recommendations. 
Dr. McKay will submit a list of available 
speakers to Secretary McMillan’s office, and 
a ‘speaker may be obtained by a request from 
the secretary of any county society to Secre- 
tary McMillan. I also urge that the secretary 
of each county society write every member 
in service a letter calling attention to the re- 
ports in this issue of the JOURNAL and ask- 
ing him to send in his vote by mail as soon 
as possible. It is my earnest hope that these 
reports will meet with the full approval of 
our membership, and that with a full under- 
standing of them, the members of the pro- 
fession will lend their individual and collect- 
ive support to ensure the successful enact- 
ment of the proposed program. It is not 
claimed that it is a perfect program, but at 
least it is a beginning toward an answer to 
the increasing threat of the federalization 
of medical care. It seems to me that it is a 
beginning toward a solution of a problem 
which we know to exist and which demands 
a solution. Careful appraisal of the propos- 
als will, I believe, reveal] that they are not 
socialized medicine or state medicine. If they 
are carried out they will leave the integrity 
and freedom of the medical profession of 
our state unimpaired. 

Respectfully yours, 

PAUL F. WHITAKER, M.D. 

President, Medical Society of 
the State of North Carolina. 
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MINUTES OF EXECUTIVE 
COMMITTEE MEETING 


SEPTEMBER 10, 1944 


The Executive Committee of the Medical 
Society of the State of North Carolina met 
at the Hotel Sir Walter, in Raleigh, on Sep- 
tember 10, 1944, with the medical members 
of the Governor’s Commission To Extend 
Medical and Hospital Care in North Caro- 
lina and Increase the Facilities for the Edu- 
cation of Medical Personnel at the Univer- 
sity, and with the Committee from the State 
Medical Society to advise with the Gover- 
nor’s Commission. 

Dr. Paul F. Whitaker, President of the 
Society, called the meeting to order at 2:15. 
The following persons were present: 

Executive Committee: President, Paul F. 
Whitaker, M.D., Kinston; First Vice Presi- 
dent, W. H. Smith, M.D., Goldsboro; Secre 
tary-Treasurer, Roscoe D. McMillan, M.D., 
Red Springs; Councilor Second District, 
John Cotten Tayloe, M.D., Washington; 
Councilor Fourth District, Newsom P. 
Battle, M.D., Rocky Mount; Councilor Fifth 
District, F. L. Knight, M.D., Sanford; Coun- 
cilor Sixth District, M. D. Hill, M.D., Ral- 
eigh; Councilor Seventh District, Joseph A. 
Elliott, M.D., Charlotte; Councilor Eighth 
District, Fred M. Patterson, M.D., Greens- 
boro. 

Members of the Governor’s Commission: 
J. W. Vernon, M.D., Morganton; W. M. Cop- 
pridge, M.D., Durham; P. P. McCain, M.D., 
Sanatorium; Donnell B. Cobb, M.D., Golds- 
boro; J. K. Hall, M.D., Richmond; Paul F. 
Whitaker, M.D., Kinston*; W. Reece Berry- 
hill, M.D., Chapel Hill; W. C. Davison, M.D., 
Durham; C. C. Carpenter, M.D., Winston- 
Salem; G. M. Cooper, M.D., Raleigh; J. B. 
Sidbury, M.D., Wilmington; Roscoe D. Mc- 
Millan, M.D., Red Springs™. 

Committee to advise with Governor’s 
Commission: Hamilton W. McKay, M.D., 
Chairman, Charlotte; George L. Carrington, 
M.D., Burlington; J. S. Brewer, M.D., Rose- 
boro; V. M. Hicks, M.D., Raleigh; C. T. 
Smith, M.D., Rocky Mount; Erick Bell, M. 
D., Wilson; G. G. Dixon, M.D., Ayden; C. F. 
Strosnider, M.D., Goldsboro (by proxy) ; 
Fred M. Patterson, M.D., Greensboro*; M. 
D. Hill, M.D., Raleigh*. 

Editor North Carolina Medical Journal: 
Wingate M. Johnson, M.D., Winston-Salem. 

President Whitaker stated that the pur- 


* Also a member of Executive Committee. 
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pose of the meeting was to consider the re- 
ports prepared by the committee on hospitals 
and the committee on the four-year medical 
school from the Governor’s Commission, be- 
fore these reports were submitted to the 
Commission as a whole. Dr. William Cop- 
pridge and Dr. Paul McCain, chairmen of 
the committee on hospitals and the com- 
mittee on the four-year medical schoo] re- 
spectively, presented abstracts of their re- 
ports. The recommendations of these com- 
mittees are published elsewhere in this issue 
of the JOURNAL. 

During a lengthy discussion, in which all 
who were present participated, the follow- 
ing suggestions were made: 

That the doctors should have majority 
representation on the overall board and that 
the term of membership on the board should 
be six years. 

That the financing of such a program 
would be difficult. 

That a committee from the State Nurses 
Association be appointed to work in conjunc- 
tion with the committee from the State Medi 
cal Society. 

That something be done to meet the prob- 
lem of providing education for Negro phy- 
sicians. 

That the State should subsidize some form 
of sickness insurance which the almost in- 
digent patient could carry. 

That the committee send to the secretary 
of each county medical society the abstracts 
of the reports by Drs. Coppridge and Mc- 
Cain. 

That a revolving loan fund is essential to 
allow North Carolina boys from rural areas 
to study medicine. 

That the medical center at Chapel Hill 
‘should have psychopathic and tuberculosis 
units where students can be trained in psy- 
chiatry and tuberculosis to supply medical 
personnel needed in the State hospitals and 
sanatoria. 

That the legal representatives of the State 
Medical Society have a part in drawing up 
the bill to be submitted to the legislature, in 
order to prevent abuses. 

That the Commission make a definite 
recommendation that adequate provision be 
made for the mental institutions and tuber- 
culosis hospitals of the state. 

After more discussion the recommenda- 
tions of the committees of Drs. Coppridge 
and McCain, with the following proviso, 
were approved without a dissenting vote by 
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both the Executive Committee and the mem- 
bers of the Committee to advise with the 
Governor’s Commission. 

Proviso: “That the law provide for a hos- 
pital council of fifteen members, five of 
whom shall be elected or appointed by the 
North Carolina State Medical Society, two 
by the North Carolina Dental Society, and 
the remaining eight to be appointed by the 
governor, two of whom shall be members of 
the North Carolina Hospital Association and 
cne a member of the North Carolina Nurses 
Association.” 





NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


Through August, the total number of polio deaths 
for the year 1944 was 30, of which 13 occurred in 
July, as compared with 7 for the corresponding 
period of 1943. 

Through August of this year 20,025 deaths have 
been reported to the Vital Statistics Division of the 
State Board of Health, as compared with 20,048 
during the corresponding period of 1943. There had 
been only 60,862 births reported through August, 
which was 2,238 fewer than the 63,100 reported 
through August of last year. 

There has been a sustained downward trend in 
infant and maternal mortality, especially in the 
latter. Through August of this year there had been 
2,748 deaths in North Carolina among babies under 
a year old, as compared with 2,980 for the first eight 
months of last year, a decrease of 232. Maternal 
deaths in North Carolina this year, through August, 
totaled 188, as compared with 238 the corresponding 
period last year. 

Through August, this year, there had been fifteen 
diphtheria deaths in this state. as compared with 
twenty-three for the corresponding period of last 
year. 

During the #Ast summer there was an increased 
incidence of typhus fever in some sections of the 
state; yet, through August, there had been only 
nine deaths from this disease, as compared with 
seven for the corresponding period of 1943. 

Through August, there had been only five deaths 
from typhoid fever. 

The war has brought no increase in tuberculosis 
in North Carolina, as it has in some sections of the 
world. Through August of this year there had been 
945 tuberculosis deaths reported in North Carolina, 
as compared with 987 for the corresponding period 
of last year. 

Although there was a mild influenza epidemic 
earlv this year and a consequent rise in pneumonia 
deaths during January and February, this rise was 
overcome during the subsequent months, through 
August, when the total number of pneumonia deaths 
in the state stood at 1,133, as compared with 1,188 
for the same period a year ago. 

From what are termed preventable accidents, the 
vital statistics bureau reports 931 deaths through 
August. as compared with 857 for the correspond- 
ing period of 1943. The 1944 total includes 186 
deaths from airplane accidents. as compared with 
59 the first eight months of last year. 

Malaria, through August of this year, resulted in 
only 20 fatalities. 
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On February 12, 1877, the Legislature made its 
first annual appropriation to public health in this 
state. and that appropriation amounted to just one 
hundred dollars. During the fiscal year ending June 
30, 1944, there was expended under the supervision 
of the State Board of Health, for all purposes, the 
sum of $2,203,805. 

During the past biennium, the State Board of 
Health’s Division of Oral Hygiene, directed by Dr. 
Ernest A. Branch, conducted 21,592 classroom lec- 
tures in the schools on mouth health, these having 
been attended by 116,678 children. More than 47,000 
underprivileged children were treated and over 51,- 
000 whose parents were able to pay were referred 
to practicing dentists. 

Public health is keeping track of North Carolina’s 
venereal diseases with increasing efficiency. For two 
years prior to June 30, 1944, the State Laboratory 
of Hygiene made 1,095,000 serologic tests, and 1,- 
049,000 during the previous two-year period. The 
number of treatments administered in the State’s 
310 public health clinics since 1939 has totaled 3,- 
304,000, compared with something over a million 
and a half during the preceding quadrennium. 





NORTH CAROLINA PUBLIC HEALTH 
ASSOCIATION 

The North Carolina Public Health Association 
held its annual meeting at the Hotel Sir Walter in 
Raleigh, October 31-November 1. Dr. W. P. Richard- 
son is President of the Association. The guest speak- 
er was Dr. W. K. Sharp, Jr., of the United States 
Public Health Service. His subject was “Some Prac- 
tical Suggestions for Improving Public Health 
Work.” 





NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 

Dr. David T. Smith, President of NCTA, recently 
announced the appointment of an advisory commit- 
tee on Negro Program. This committee will study 
the Negro tuberculosis problem in the state and 
make recommendations as to further expansion of 
this vital phase of tuberculosis control work. 

Members of the Committee are: Dr. P. P. McCain, 
Supt. of N. C. Sanatoria, Chairman; Dr. M. B. 
Bethel, Cabarrus County Health Officer: Mrs. T. A. 
Cheatham of Pinehurst, Member of NCTA Board of 
Directors; Dr. W. K. McDowell, District Health 
Officer for Edgecombe and Halifax Counties; Dr. 
James E. Shephard, President of N. C. College for 
Negroes; Dr. H. L. Trigg, President of Elizabeth 
City Teachers’ College for Negroes, Dr. W. J. 
Hughes, Negro Public Health Officer for the N. C. 
State Board of Health; Dr. N. C. Newbold, Director 
of the Division of Negro Education of the State 
Department of Public Instruction: and Professor J. 
A. Carter, Principal of the Atkins Negro High 


School in Winston-Salem. 





NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE 

The appointment of Dr. James F. Donnelly to the 
Department of Obstetrics and Gynecology has re- 
cently been announced. Dr. Donnelly is a graduate 
of Harvard University and the University of Chi- 
cago Medical School. He has had six years of post- 
graduate instruction in obstetrics and gynecology, 
and has just completed a term of service at the 
Gynaecean Institute of Research at the University 
of Pennsylvania. 
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NEWS NOTES FROM THE UNIVERSITY 


OF NORTH CAROLINA 

Dr. John‘ E. Larsh, Jr. attended the American 
Association of Parasitologists meeting, held in con- 
junction with meetings of American Association 
for the Advancement of Science, at Cleveland, Ohio, 
September 11-14, 1944. He presented a paper en- 
titled “Alcoholism in Mice and Its Effect on Natural 
and Acquired Resistance to Hymenolepis nana var. 
fraterna” at this mecting. 
. = * “so 
Dr. M. J. Rosenau, Dean of the School of Public 
Health, and Professors Ruth W. Hay, W. B. Snow, 
John J. Wright, J. Roy Hege, and D. F. Milam at- 
tended the meetings of the American Public Health 

Association in New York City, October 3-5, 1944. 





EDGECOMBE-NASH COUNTIES SOCIETY 
The Edgecombe-Nash Counties Society were 
guests of the medical profession of Tarboro on Oc- 
tober 18 at 6:30 p.m. The program included the 
following papers: 
The Involvement of Motor Nerves During the 
Course of Herpes Zoster—Dr. S. P. Bass 
Actinomycosis—Dr. W. W. Green 
The Trend of Socialization of Medicine—Dr, J. L. 
Melvin 





THE SEVENTH ANNUAL FORUM ON ALLERGY 


The Seventh Annual Forum on Allergy will be 
held in the Hotel William Penn, Pittsburgh, Penn- 
sylvania, on Saturday and Sunday, January 20-21, 
1945. This is a meeting to which all reputable phy- 
sicians are most welcome, and where they are of- 
fered an opportunity to bring themselves up to date 
in this rapidly advancing branch of medicine by two 
days of intensive post-graduate instruction. The 
twelve study groups, any two of which are open to 
him, are so divided that those dealing with ophthal- 
mology and otolaryngology, pediatrics, internal 
medicine, dermatology and allergy run consecutive- 
ly. During these two days almost every type of in- 
structional method is employed—special lectures by 
outstanding authorities, study groups, pictures, 
demonstrations, symposia and panel discussions. 

On Friday evening preceding the Forum, the 
American Association of Allergists for Mycological 
Investigation will hold its annual meeting at which 
time the results of their cooperative research on 
the Allergy to Fungi will be reviewed. All reput- 
able physicians and scientists are invited to attend 
this interesting summarization of a year of bril- 
liant cooperative research. 

In 1940 the Forum’s Gold Medal and annual 
oration were established as a means of recognizing 
outstanding contributions to clinical allergy. The 
first recipient was Bela Schick, New York City, who 
introduced the word “allergy”; the second was W. 
W. Duke, Kansas City; the third, Arthur F. Coca, 
New York City; the fourth, Robert A. Cooke, also 
of New York City. This year the Forum medal goes 
to Milton J. Rosenau, Chapel Hill, North Carolina. 

This year the Marcelle prize has been established 
through the generosity of the Marcelle Cosmetics, 
Inc., and will be given to the author of the best pa- 
pers on Allergy appearing in the American medical 
literature during the year. The first prize will be 
for three hundred and fifty dollars and the second 
prize for one hundred and fifty dollars. The awards 
will be based on the decision of a jury of distin- 
guished allergists. 

For further information, copies of the book and 
registration, write Jonathan Forman, M.D., Direct- 


or, 956 Bryden Road, Columbus 5, Ohio, 
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AMERICAN COLLEGE OF SURGEONS 


In expanding its program of Graduate Training 
in Surgery to assure adequate opportunities for 
advanced training in surgery, particularly for re- 
cent medical graduates when they return from serv- 
ice with the armed forces, the American College of 
Surgeons has enlarged its headquarters staff in Chi- 
cago and announces the following new appointments 
effective immediately: 

Major General Charles R. Reynolds (M.C., Re- 
tired), former Surgeon General of the U. S. Army, 
has been appointed Consultant in Graduate Train- 
ing in Surgery. General Reynolds was in the Army 
from 1900 to 1939; served in the Philippine Insur- 
rection; was Chief Surgeon of the 2nd Army, A.E.F., 
in the first World War; was Commandant of the 
Army Field Service Medical School, Carlisle, Penn- 
sylvania, from 1923 to 1931; and was Surgeon Gen- 
eral of the Army from 1935 to 1939. He has been 
Director of the tuberculosis control program of the 
Pennsylvania State Health Department for the past 
four years. 

Dr. George H. Miller, formerly Dean of the Fac- 
ulty of Medicine and Chairman and Professor of 
the Department, American University of Beirut, 
Lebanon, Syria, has been appointed Director of Ed- 
ucational Activities. Dr. Miller served in the U.S. 
Army Medical Corps, A.E.F., in 1918 and 1919; was 
Associate Professor of Pharmacology and later As- 
sociate Professor of Medicine of the State Univer- 
sity of Iowa College of Medicine between 1922 and 
1932; and was with the American University of 
Beirut from 1932 to 1944. 

The Department of Graduate Training in Surgery 
is under the general direction of Dr. Malcolm T. 
MacEachern, Chairman of the Administrative Board, 
working with that Board, and responsible to the 
Committee on Graduate Training in Surgery, of 
which Dr. Dallas B. Phemister of Chicago is Chair- 
man, and to the Board of Regents. In addition to 
General Reynolds and Dr. Miller, the staff of the de- 
partment consists of Dr. Paul S. Ferguson, Director 
of Surveys, and three assistants who conduct the 
surveys; and the field representatives conducting 
the regular Hospital Standardization surveys under 
the direction of Dr. E. W. Williamson, Assistant 
Director of the College, who assist as required in 
the graduate training program. 

Surveys of hospitals for Graduate Training in 
Surgery have been conducted since 1937 by the Col- 
lege. When the war ends in Europe, in order to 
satisfy the demands of men whose training in surg- 
ery was interrupted by war service, together with 
those of current medical graduates, sufficient op- 
portunities should be ready to offer approved train- 


ing to men who wish to become surgeons, Dr. Mac-. 


Eachern declares, adding that a competent surgeon 
according to present day ideas requires a prepara- 
tion of three or more years of systematic, supervised 
graduate training in general surgery or a surgical 
specialty, following a general internship and grad- 
uation from an accepted medical school. 





THE 1944 INFANTILE PARALYSIS EPIDEMIC 


The 1944 epidemic of infantile paralysis has offi- 
cially become the second worst in the recorded his- 
tory of the disease in the United States, it was an- 
nounced by Basil O’Connor, president of The Na- 
tional Foundation for Infantile Paralysis. 

In the first 41 weeks of 1944, or up until October 
14, there were 16,133 cases of poliomyelitis, accord- 
ing to the latest report from the U. S. Public Health 
Service. This is 353 cases more than were reported 
in the country for 1931 which previously had been 
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the second worst year for the disease. The all-time 
record was in 1916 when there were 27,621 cases. 

“Although the peak of the outbreak was passed 
more than a month ago, the epidemic itself has not 
yet ended,” warned Mr. O’Connor. He pointed out 
that there were 710 new cases reported for the week 
of October 7-14, or nearly half the weekly total at 
the peak of epidemic, the week ending September 2 
when 1,683 cases were reported. 

The seven states most severely menaced were 
New York, North Carolina, Pennsylvania, New Jer- 
sey, Virginia, Ohio and Kentucky. 





UroLoGy AWARD 

The American Urological Association offers an 
annual award “not to exceed $500” for an essay (or 
essays) on the result of some specific clinical or lab- 
oratory research in Urology. The amount of the 
prize is based on the merits of the work presented, 
and if the Committee on Scientific Research deem 
none of the offerings worthy, no award will be made. 
Competitors shall be limited to residents in urology 
in recognized hospitals and to urologists who have 
been in such specific practice for not more than five 
years. All interested should write the Secretary, 
for full particulars. 

The selected essay (or essays) will appear on the 
program of the forthcoming June meeting of the 
American Urological Association. 

Essays must be in the hands of the Secretary, Dr. 
Thomas D. Moore, 899 Madison Avenue, Memphis, 
Tennessee, on or before March 15, 1945. 





MEDAL AWARDED DR. SPENCER FOR 
CANCER SERVICE IN 1944 

Organization of all cancer activities on a national 
scale was advocated recently (Tuesday, October 31) 
by Dr. R. R. Spencer, chief of the National Cancer 
Institute, Bethesda, Md., in a speech accepting the 
Clement Cleveland Award for outstanding service 
during 1944 in the effort to control cancer by edu- 
cation. 

The presentation of the award, a palladium medal 
named in honor of one of the founders of the Amer- 
ican Cancer Society, was made to Dr. Spencer by 
Dr. Frank E. Adair, the Society’s president, at the 
18th annual dinner of the New York City Cancer 
— at the Cosmopolitan Club, 122 West 66th 

reet. 





TROPICAL DISEASE RESEARCH PROGRAM 


Inauguration of a medica] research program on 
tropical diseases common to South American coun- 
tries, which has enlisted the support of medical col- 
leges, hospitals, and leading physicians in Chile, 
Peru, and Colombia and Mexico was disclosed re- 
cently by John W. Hart, vice president of Winthrop 
Products, Inc., a subsidiary of Sterling Drug Inc., 
New York. 

Dr. Felix Marti Ibanez, medical director of the 
company, is supervising the work. He reports that 
important findings to date include the use of the 
antimalarial Metoquina (known as Atabrine in the 
United States) in the treatment of typhus, the use 
of Reprodral for Malta fever, and a combination 
treatment of vitamin B, and Reprodral in aiding 
nerve involvement forms of leprosy. Detailed studies 
are being prepared for publication. 

Cooperating in the research are San Marcos Uni- 
versity, Lima, Peru, oldest college in the Western 
Hemisphere, the School of Medicine, Santiago de 
Chile, and outstanding hospitals in Antiochia and 


Medellin, Colombia. 
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AUXILIARY 


WAR AND POST-WAR ACTIVITIES 
FOR DOCTORS’ WIVES 


The war in Europe may end very sudden- 
ly, and perhaps some of us will feel that we 
can give up our war activities and settle 
down to a normal life again. We must not 
stop giving our best efforts, however, until 
the world is at peace, and that means that 
we must continue in all the war work we 
have been doing, and in addition help with 
postwar planning. In most communities 
doctors’ wives are the leading citizens, and 
it will be up to us to set an example for the 
other women. 

War Activities: Your War Participation 
Chairman will have a questionnaire with a 
list of activities to be reported on. If each 
member of the Auxiliary will keep a record 
of the hours she has given to war work we 
shall have a fine report at the end of the 
year. 

Medical and Surgical Relief Committee: 
We will continue to support this Committee 
and will again be asked to sell matches and 
emblems to help raise money for this work. 
The Committee has received many requests 
for supplies for Italy and France, where 
much rehabilitation work is already being 
undertaken. As time goes on other liberated 
areas will need help. Non-medical items 
such as scissors, tweezers, safetypins, and 
triangular bandages are needed for patrol 
and sub-chaser kits. We are still working 
on kits for amphibious forces. Perhaps some 
of you would like to give a kit in memory 
of some one lost in the service of his coun- 
try. A plaque will be placed in each kit, 
bearing the name of the person in whose 
memory it is given. A county auxiliary 
might decide to raise money and present a 
kit. Some individual—or a group—might 
choose to give a kit honoring a well known 
doctor in their community. This Committee 
is the only relief agency devoted solely to 
giving medical aid and surgical equipment 
to the armed forces of America and of our 
Allies, to needy hospitals, war-zone nurs- 
eries, welfare groups, and other recognized 
relief agencies throughout the United Na- 
tions. This is a worthy cause and we should 
give it our support. 

Postwar Planning: We could not close 
this article without referring to a particular 
phase of Postwar Planning which should be 
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the special prerogative of doctors’ wives. 
First, returning soldiers, having learned 
what proper medical care is, will demand the 
highest quality. Here we must be sure to see 
that we have “free enterprise” and not so- 
cialized medicine. Second, we must push the 
plans of the county, state and American 
Medical Associations for giving special 
training to doctors returning to civilian life. 
(Perhaps overworked stay-at-home doctors 
should have a chance at these post-graduate 
courses, too.) Then we should endeavor to 
help returning doctors get set up again in 
their practice. We have a great field of serv- 
ice here. 

Doctors’ wives, we can help win the war 
and the peace. Let each of us do her part. 

ok * * aK 


HYGEIA 


Again a sum of $400.00 will be given by 
Hygeia in cash prizes to the auxiliaries se- 
curing the largest number of subscription 
credits to Hygeia during the contest begin- 
ning September 1, 1944, and ending January 
31, 1945. There are county and state prizes, 
based on your group quota and the number 
of subscription credits obtained. Make Hy- 
geia a ‘must’ on your reading list and in- 
terest others in how to heep informed by 
reading Hygeia. The new Hygeia Handbook 
for 194445 will soon be ready to mail, so 
please send the name of your county Hygeia 
Chairman to the State Hygeia Chairman, 
Mrs. John Robinson, Wallace, N. C. Get your 
copy of contest rules and help North Caro- 
lina reach its quota. 

: =*- += 


To ALL AUXILIARY MEMBERS 


Your local tuberculosis association is now 
making plans for the Annual Christmas Seal 
sale. To protect your home and every home 
in America participate in the sale, by selling 
and buying seals. The far-reaching social 
and economic effects of tuberculosis require 
the active participation of all public and pri- 
vate agencies for the protection of com- 
munity health. The disease now can be pre- 
vented, and can be arrested, but so far there 
is no drug or vaccine known to cure tuber- 
culosis. In war times, because of strain from 
overwork and crowded housing facilities, tu- 
berculosis easily finds its mark. Guard your 
health and that of your family and com- 
munity, and help in the victory over tuber- 
culosis. 

Buy Seals! 

THELMA S. SAUNDERS 
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BOOK REVIEWS 


X-Ray Examination of the Stomach. By 
Frederic E. Templeton, M.D., Head of the 
Department of Roentgenology, The Cleve- 
land Clinic. 516 pages. Price, $10.00. Chi- 
cago: The University of Chicago Press, 
1944, 


Each decade of medical and radiological progress 
finds many contributions from varied sources added 
to the lists of new books for the physician’s library. 
Some volumes become standard in their fields, but 
to endure the test of time such volumes must above 
all give a careful, accurate, and clear presentation 
of their subject matter. 

Dr. Templeton’s new book will undoubtedly be- 
come standard for all radiologists, and will remain 
a very valuable reference book for the general prac- 
titioner. Through eighteen chapters and more than 
480 pages Dr. Templeton presents as thorough a 
discussion of the x-ray examination of the esopha- 
gus, stomach, and duodenum as is available today. 
He emphasizes the modern methods for a complete 
examination, including use of the filming fluoroscope 
or spot film device, mucosal relief films, and fluoro- 
scopic examination in a systematic routine where 
varied positions of the patient are utilized. 

The tremendous experience of the author is re- 
flected in almost every page. The subject matter is 
clearly presented, well coordinated, and adequately 
inclusive. Physiological and pathological findings 
are explained and illustrated by 287 carefully 
selected reproductions of x-ray films which are un- 
usually clear and well chosen. Radiologists could 
not desire more accurate black and white represen- 
tation of the details so essential to skilled interpre- 
tation of abnormalities of the upper gastro-intes- 
tinal tract. The bibliography is complete and pro- 
vides excellent references for those who would make 
use of more detailed study of some controversial 
diagnostic criteria. 

The publishers are to be commended on the qual- 
ity of the reproductions and the selection of very 
legible type. 





Ourselves Unborn: An Embryologist’s Es- 
say on Man. By George W. Corner, Di- 
rector of the Department of Embryology, 
The Carnegie Institute of Washington, and 
Professor of Embryology, The Johns Hop- 
kins Medical School. 188 pages. Price, $3.00. 
New Haven: Yale University Press, 1944. 


This volume is made up of a series of lectures 
given by Dr. Corner for the Dwight Harrington 
Terry Foundation of Yale University. The object of 
this Foundation is, “not the promotion of scientific 
investigation and discovery, but rather the assimi- 
lation and interpretation of that... by building the 
truth of science and philosophy into the structure 
of a broadened and purified religion.” 

Dr. Corner has clearly presented the recent find- 
ings in human embryology in a very readable vol- 
ume. He has attempted to simplify the material, 
and make it understandable to one with no prelim- 
inary knowledge of human embryology. At the same 
time, he has included the detail necessary to make 
the volume an interesting presentation of the 
earlier human embryology. 

He corrolates the embryology of lower animals 
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with that of man, and brings in the history of em- 
bryology in a very interesting manner. On the ques- 
tion of evolution, and the place man occupies in 
the classification of vertebrated animals, he reviews 
the furor which occurred in the middle nineteenth 
century with the publication of Darwin’s Origin of 
Species. He nicely settles man’s right to constitute 
a family by himself with the statement: “After all, 
if he is an ape he is the only ape that is debating 
what kind of ape he is.” 

His list of possible causes of errors in human 


development will interest every obstetrician: (A) 
Defects of fertilization (irregular fertilization); 
(B) Defects of the maternal environment ((1) 


faulty transportation, (2) failure of the hormone 
system, (3) mechanical disorder of the uterus, (4) 
infection of the reproductive tract, (5) infectious 
disease of the embryo, (6) toxicity, and (7) nutri- 
tional defect of the uterine environment); (C) De- 
fects of the egg, the sperm cell, and the embryo 
(nongenetic constitutional defects). 

The reviewer enthusiastically recommends this 
book to those of the profession interested, in any 
way, in embryology. 





A Textbook of Pathology. By Robert Allan 
Moore, Edward Mallinckrodt Professor of 
Pathology, Washington University School 
of Medicine, St. Louis, Mo. 1338 pages with 
513 illustrations, 34 in colors. Price, $10.00. 
Philadelphia and London: W. B. Saunders 
Company, 1944. 


“The arrangement of the book may require a word 
of explanation: The broad division of the subject 
into general and special pathology will probably 
evoke no controversy; nor will the further division 
of general pathology into disturbances of metabo- 
lism, inflammation, and tumors. The approach by 
disturbances of metabolism rather than by the 
anatomic types of degeneration is a departure. It 
represents an attempt to give more emphasis to the 
physiologic and chemical aspects of general pathol- 
ogy. 

“In my experience the most desirable classifica- 
tion of disease is one based on cause; hence in the 
section on special pathology, diseases with similar 
causes have been grouped together. Those diseases 
of which the causes are unknown or obscure have 
been considered according to the organ or system 
in which they occur. My confidence that preventive 
medicine will play an important part in the future 
of medical science prompted the arrangement of 
the bacterial diseases according to the portal 
through which the bacterium enters the body and 
the source of bacterium.” 


These words of the author explain the manner in 
which the subject matter has been handled. This 
newest addition to the list of textbooks of pathology 
is a veritable storehouse of factual information for 
those interested in understanding disease processes. 
All of the illustrations are well chosen and are ex- 
cellent products of the photographer’s art. The col- 
or photographs are well reproduced. The selection 
of references at the end of each division of the sub- 
ject matter places an emphasis on the more “classi- 
cal” contributions to the readily available recent 
literature. 

Moore’s Textbook of Pathology is recommended 
to anyone desiring a source of information in the 
understanding of disease processes. 











Manual of Military Neuropsychiatry. Edited 
by Harry C. Solomon, M.D., Professor of 
Psychiatry, Harvard Medical School, Medi- 
eal Director at the Boston Psychopathic 
Hospital; and Paul I. Yakovlev, M.D., Clini- 
cal Director, Walter E. Fernald State 
School, Instructor in Neurology at the Har- 
vard Medical School. With the collabora- 
tion of 11 doctors. 764 pages with 15 illus- 
trations. Price, $6.00. Philadelphia and 
London: W. B. Saunders Company, 1944. 


This manual is published in a handy pocketbook 
size and contains a wealth of information which 
would he of credit to any large sized reference 
book. It is written in easily understandable lan- 
guage and is very well organized. Fortv-five con- 
tributors from the army, the navy, and civilian prac- 
tice cooperated in the creation of this book. and 
every one of them is a specialist in his field. Neuro- 
logival and psychiatric syndromes, diseases. and en- 
tities are described. and prophvlaxis and therapy, 
administrative questions connected with induction. 
discharge, military laws, and so forth. and special 
tonics concerned with tropical diseases. convoy and 
tornedo easnalties, the phvsiology of flying, and 
other subjects, are discussed. The articles are short 
and nrecise but are verv informative and give an 
excellent presentation of known facts. 

To anvone who has to deal with serviee-connected 
neoanle these days in the capacity of nhvsician. so- 
cial worker. or nurse, this manval will be of great 
value. It will be found to be very helnful for gen- 
eral information as well as for snecifie references. 
Considering the fact that apvroximately one-third 
of service discharges are for  neurovsvchiatric 
eanses. the general practitioner who is confronted 
with the returnine veteran will verticularly profit 
from this book. The value of the book to cervice- 
eonnerted medical officers need not he emvhasized. 
The editors are to be congratulated on their ac- 
complishment. 





Dictionary of Gynecology and Obstetrics. 
By Clarence Wilbur Taber. Medica] editor 
and author of Taber’s Cyclopedic Medical 
Dictionary. With the collaboration of Mario 
A. Castallo, M.D., F.A.C.S.. Assistant Pro- 
fessor of Obstetrics, Jefferson Medical Col- 
lege. Illustrated. Philadelphia: F. A. Davis 
Company, 1944. 


In the Foreword, the author indicates that this 
volume is a “specialized” medica] dictionary, and 
that its value is the “inclusion in one volume of a 
vocabulary of a special subject ... unencumbered by 
hundreds of thousands of irrelated words.” 

This book is definitely limited as a dictionary, and 
is of no value as an obstetrical or gynecological text. 
The authors attempt to enlarge upon the vresenta- 
tion of various specific subjects, with information 
not ordinarily given in a dictionary. Thev fail utter- 
ly in their attempt to outline these subjects ade- 
quately. Amenorrhea, prenatal care, vaginal bleed- 
ing, and other subjects, are presented in such a 
manner that the uninformed might consider them 
adequately described, and the informed, of no value 
whatsoever. 

The reviewer recommends the purchase of a good 
general medical dictionary. 
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In Memoriam 


DR. ARCHIBALD ALEXANDER McFADYEN 


Dr. Archibald Alexander McFadyen, who had been 
a member of the medical staff of the State Hospital 
at Morganton since July 1, 1942, died September 23, 
1944, 

Dr. McFadyen was born in Hoke County, North 
Carolina, April 17, 1877. He was graduated from 
North Carolina Medical College in 1903, and later 
took a number of short courses in medicine in New 
York. In December, 1904, he went to China as a 
medical missionary under the Southern Presbyter- 
ian Church. He remained in China in that capacity, 
with the exception of a few furloughs, until July, 
1942, when he began his duties at the State Hospital 
at Morganton. 

Dr. McFadyen held a place of marked affection 
in the hearts of his associates, not only by reason 
of his kindly ministrations, but because of his ad- 
mirable traits of character, his gentleness of spirit 
and the general qualifications that rounded him out 
as a Christian gentlemen, an excellent physician 
and an admirable citizen. Therefore the Executive 
Committee and the medical staff of this Hospital 
present the following tribute: 

Resolved: That Dr. McFadyen’s death takes away 
from the State Hospital at Morganton a gentleman 
and a physician who meant much to those of us who 
knew him: be it further 

Resolved: That not only have this state and coun. 
try lost a great healer, but China, his adopted coun- 
try, has lost a friend and one who loved it as only 
a medical missionary can; therefore be it further 

Resolved: That a copy of these resolutions be sent 
to the family of Dr. McFadyen and be spread on 
the “wpetes of the Executive Committee of this Hos- 
pital. 





ETHYLNORSUPRARENIN 


A new chemical compound effective in the relief 
of acute asthmatic attacks is described by Drs. M. 
L. Tainter, W. M. Cameron, L. J. Whitsell and M. 
M. Hartman from the Denartment of Pharmacology 
and Therapeutics of the Stanford University School 
of Medicine, San Francisco, in a paper published in 
the Journal of Pharmacology and Experimental 
Therapeutics. Dr. Tainter is now director of re- 
search of the Winthrop Chemical Company. 

The compound, a colorless, odorless, crystalline 
powder with a bitter taste, is chemically described 
as 1-(3, 4-dihydroxyphenyl)-2-amino-1-butanol and 
is called ethylnorsuprarenin. 

In animals, ethylnorsuprarenin is only one-one 
hundred and twentieth as toxic as epinephrine, the 
paper concludes, and does not cause nervousness 
and jitters. 

In patients, ethylnorsuprarenin may be injected 
subcutaneously, intramuscularly or intravenously in 
doses of from 0.5 to 2.0 mgm., taking effect in from 
one to five minutes and lasting for from 20 minutes 
to an hour, depending on the dose and route of ad- 
ministration. 

“Tt is effective in the relief of acute asthmatic at- 
tacks, giving relief equal to that of epinephrine in 
doses about one-half larger” the paper reads. “This 
relief is accompanied by fewer and less marked re- 
actions, such as pain over the heart, nausea and 
vomiting, and nervousness than was experienced by 
the same subjects after equivalent doses of epine- 
phrine.” 














Novembey, 1944 


ADVERTISEMENTS 








INDEX TO ADVERTISERS 





























BUY 
WAR BONDS 


W 


























I TN II ois ccccesienwsnccavesctssnscnceienianesvons XXVI_ Physicians Casualty Assn. 
i iiaicccpesaninkisstnstinctsavsistonioestcstenn XXXIII Physicians Health Assn. ........ 575 
I lt Le tsaneas cbiaithngehenebiosbeien XIIl_ = Pinebluff Sanitarium -................. Ill 
Broadoaks Sanatorium  ............0............c2000.c000--- XXXI Powers and Anderson, Ine. ....... XXIX 
Burroughs Wellcome & Co. ..................-...... VI-XxI. R. J. Reynolds Tobacco Co. ....... oer 
Charles C. Haskell and Company ............................ y Schering Corp. ............................... XXVII 
Charlotte, Eye, Ear, and Throat Hospital......XXIX  Schenley Laboratories ................. -XXV 
Cheplin Laboratories ..........0.....20-.--------00-00eee--- xx111 Schieffelin & Co. ...................... XXXII 
Ee Cee ee XXXII Smith, Kline & French . XVII 
Cook County Graduate School of Medicine... XXVIII Southern Dairies .......................- VIII 
inher Seine 576 Spencer Corsets ........ a as XVI 
| son. =e ngnNagamemamnaaemace aaa eamnaiacaaans% , Stuart Circle Hospital ................. XXX1 
Eli Lilly and Company ....... SRE eee ae XVIII a 
G ‘al Electri XXIV Thompson Homestead Schoo] .... 575 
—_— ~lechadeneaem ase ¥ Teemer THieepiteal ........................... M XXX 
Glenwood Park RI teh hii cisiliRaduwaiciinsindape pene ES 7 IX 
Julius Schmid, Ine. — ee een eee XV__U. S. Government ......... XXXIV 
I MM se sisiccncsenesnnsnconssencnenrasenennets XX Wachtel’s, Ine. occccccccccccccccccccceseeee XXVIII 
Hynson, Westcott & Dunning .............................. XVI Walker Vitamins . XXVIII 
leat tintiagheasisclenl-naniieemaiiraneniorsansnes XIX Westbrook Sanatorium ..................... XXXII 
Be i III Shia ccce ccc acccevncccscccececcacnsseecseesae XXII William Perske ........... _576 
Mead Johnson & Company ..................--...-------- XXXVI Winchester Surgical Sencls i? 
Parke, Davis and Company ...................----::-:--:+00--+++ XII Winchester-Ritch Surgical Co. . . Ill 
EET ae eee a ee XXXV Winthrop Chemical Co., Ine. ............ sia 
Philip Morris & Co., Ltd., Ine, .....................+--0-000++- eee eS II 
EN For Shy, Nervous, Retarded Childeen £N} ACCIDENT 
I | | 
; Year round private home and school for HOSPITAL—SICKNESS 
girls and boys of any age on pleasant 150 | 
: acre farm near Charlottesville. INSURANCE 
P Individual training and care, expert 
( teachers. nga upc amusements, { FOR PHYSICIANS — SURGEONS — DENTISTS 
> special diets, medical care if necessary. { 
} Entrance made at any time. Write for | EXCLUSIVELY 
— - { ff $5,000.00 ACCIDENTAL DEATH For 
H¢ Mrs. J. Bascom Thompson, Principal F $32 00 
It $25.00 weekly indemnity, accident and sickness aeivent 
\ THE THOMPSON { | 
f HOMESTEAD SCHCOL { | ff $10,000.00 ACCIDENTAL DEATH edane 
: a Bees Uaion, Virgaia ‘ . | $50.00 weekly indemnity, accident and sickness per year 
Sf aa | 15,000.00 ACCIDENTAL DEATH eaten 
a eS SE 75.00 weekly indemnity, accident and sickness per year 





ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 


42 years under the same management 
$2,600,000.00 INVESTED ASSETS 
$12,000,000.00 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for 
protection of our members. 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability. 


86c out of each $1.00 gross income used for 
members’ benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


400 First National Bank Bldg., Omaha 2, Nebraska 
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THE DAIRY COUNCILS of 


Winston-Salem & Lexington 
624 Reynolds Building 
Winston-Salem, N. C. 


DENTISTS IN NON-DAIRY COUNCIL TERRITORY CAN OBTAIN THIS MATERIAL FROM THE 
NATIONAL DAIRY COUNCIL, 111 NORTH CANAL STREET, CHICAGO, ILLINOIS 


This valuable chart in full color presents 
the basic “ingredient” in nutrition education 
—the meal planning pattern for good nutri- 
tion and health for adult and child. It carries 
the Seal of Acceptance of the Council on Foods 


& Nutrition of the American Medical Asso- 


ciation. 


Durham, Burlington & Raleigh 
310 Health Center Bldg. 
Durham, North Carolina 


Greensboro & High Point 
105 Piedmont Bldg. 
Greensboro, North Carolina 














WILLIAM PERSKE 


“Everything In Medical Equipment” 


DIRECT FACTORY DISTRIBUTORS 


Medical — Dental — Office Equipment 


i 





X-Ray Equipment and Supplies—Complete Physical Therapy Equipment 
Suction Apparatus—Ultra-Violet Lamps—Sterilizers—Auto-Claves, ete. . 





SALES & STOCK ROOMS OFFICE 
15 Vendue Range—Telephone 7783 P.O. Box 345—Telephone 2-2515 


CHARLESTON, SOUTH CAROLINA 


“Distance No Barrier To Good Service’ 


SERVICING w REPAIRING 














